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HYPOTHYROIDISM 


Arnold S, Jackson, M.D., Madison, Wis. 


ypothyroidism is the most frequent chronic 
H affliction and at the same time the most 
often overlooked condition affecting persons 
residing in the Middle West. This statement 
is based upon an experience of 37 years in diagnosing 
and treating thousands of these cases seen at the 
Mayo and Jackson clinics. 

In countries whose civilization is many centuries 
old, as in Switzerland and in India where goiter has 
been prevalent for hundreds of years, hypothyroidism 
is prevalent, as is cretinism, the end-result of goiter. 
The last survey made of cretinism in the United States 
was made by me in 1934, and this study showed a 
particularly high incidence of this condition in Wis- 
consin and other Midwestern states. Hypothyroidism 
is prevalent in areas where for many generations 
persons afflicted with goiter have resided. As a con- 
sequence, decreasing numbers of normal thyroid 
glands are found in the descendants, Such a condi- 
tion has occurred in the great goiter belt that stretches 
across our country from Boston to Seattle and roughly 
north of the Mason-Dixon line. Just as the water and 
soil of this area are deficient in iodine, goiter and 
hypothyroidism are prevalent, and here the highest 
incidence of cretinism may be found. So the pattern 
is the same as in the older countries of the world. 


Errors in Diagnosis 


What is the reason that so many cases of hypothy- 
roidism go unrecognized? Frequently too much reli- 
ance is placed in the report of a single metabolic 
test. Even when an initial test is made with a reliable 
machine by an accurate technician it may be incorrect 


Thirty-seven years’ experience in diagnosing and treat- 
ing thousands of patients who have hypothyroidism has 
illustrated to the author that this chronic affliction not 
only occurs frequently in the Middle West but, more un- 
fortunately, often goes unrecognized. The primary reason 
for overlooking hypothyroidism is the placing of too much 
reliance on a single metabolic test. Such a test rarely 
registers lower than it should, in contrast to frequent 
false-high readings. Equally important as the metabolic 
test is symptomatology; one of the most frequent com- 
plaints, seldom mentioned in the literature, is that of head- 
ache. In treating hypothyroidism the potency of various 
thyroid preparations must be given as much consideration 
as the dosage, for the successful results can depend as 
much on the use of strictly fresh tablets as on the ad- 
ministration of them. 


if the patient is nervous or apprehensive and breathes 
rapidly. A report of perhaps +10% is registered for 
one that actually should read —15%. So the doctor 
assures the patient that the test is normal and that 
there is nothing wrong with the thyroid gland. More 
often the test is reported much higher, and then the 
physician is led to make the mistake of feeling that 
his patient is hyperthyroid instead of hypothyroid. 
In my files are records of 228 cases of this nature, 
in which metabolic tests were reported as high as 90% 
in persons whose thyroid glands were normal. In all 
these cases thyroidectomy had been advised largely 
on the basis of these false metabolic tests. Thus, even 
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under ideal conditions it may be necessary to repeat 
the test one or more times before it can be considered 
accurate. Some patients never register an accurate 
test. 

The metabolic test when correctly determined is of 
great value not only in diagnosing but in following 
the progress of patients under treatment. The test 
rarely registers lower than it should, in contrast to 
the frequent false-high readings. 


Fig. 1.—Patient with severe myxedema before and after ade- 
quate thyroid therapy. 


Besides the metabolic test, other factors must always 
be taken into consideration. The clinical history is of 
paramount importance, and the pulse rate and blood 
pressure readings often furnish important information. 
As a rule, the lower the metabolic rate, the slower 
the pulse and the lower the blood pressure, and to 
soine extent the reverse is true. With a reading of 
—10%, a pulse rate of 68 and a blood pressure of 
118/80 mm. Hg might be expected in a young adult. 
The systolic blood pressure often registers only 100 
to 110 mm. Hg, and in marked hypothyroid cases 
it may drop below 100. 


Symptoms 


Typical hypothyroid patients state that they tire 
easily and become exhausted or that they lack pep. 
They become chilled easily; they sleep with little 
effort in the daytime. They are forgetful and often 
mentally and physically sluggish. They may consume 
from 5 to 10 or even 20 and 30 cups of coffee a day, 
craving this stimulation to increase their energy. 
They stimulate their exhausted nerves and body in 
the same way the old rag collectors used to whip their 
tired horses at the end of the day. Both the horse 
and the human body respond to the whip for a short 
time until again overcome by fatigue, These patients 
should stop drinking coffee because they wil] be over- 
stimulated if they also take thyroid. Then they will 
complain of palpitation, insomnia, and increased nerv- 
ousness and blame it on the thyroid. 

Hypothyroid patients usually suffer from dry skin; 
their hair is sparse and comes out easily. They may 
complain of weakness, the result of anemia, not an 
uncommon sequela of hypothyroidism. Iron may be 
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taken for years with little or no benefit until the defi- 
cient thyroid state is corrected. These patients may 
complain of dizziness, especially on arising, because 
the hypothyroidism causes a hypotension that pro- 
duces a temporary cerebral anemia. In cases of se- 
vere hypothyroidism, a resulting gastric hypochlor- 
hydria may cause various stomach complaints. Many 
of these patients suffer from constipation that may be 
corrected by thyroid therapy. 

One of the most frequent complaints, and one that 
is seldom mentioned in the literature, is that of head- 
ache, Dramatic therapeutic results may occur in the 
alleviation of this condition when hypothyroidism is 
corrected. The following interesting case is cited as an 
illustration. 

A patient telephoned from a nearby city stating 
that her husband had been given a diagnosis of brain 
tumor. She requested a letter of introduction to a 
brain surgeon at the Mayo Clinic. She said that he 
had been examined by a neurologist and an ophthal- 
mologist and that they had arrived at this diagnosis. 
Asked what his complaints were, she said he suffered 
from severe headaches that at one time had occurred 
once or twice a month, then every week, but for some 
time had occurred daily. They had become so severe 
that he threatened to take his life if not relieved. 

The most frequent cause of daily headaches is 
hypothyroidism and, on examination, this man was 
found to be suffering, not from a brain tumor, but 


Fig, 2.—Cretinism in child, aged 3, unable to walk or talk 
(left). After thyroid therapy, 2 grains daily for four years 
(right). 


from thyroid deficiency. Two metabolic tests in recent 
years had registered +5% and +7%. His physicians 
had assumed these to be normal, even though he was 
then beginning to show signs of thyroid deficiency. 

Three years later this patient returned, stating that 
he had been entirely relieved of his headaches until 
the past few months when he occasionally experienced 
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a mild one. On questioning, he made this significant 
observation, On obtaining a new supply of thyroid 
tablets, he would feel fine for about 10 weeks. Then 
he would suffer an occasional headache as the thy- 
roid lost its potency. 


Thyroid Potency 


In 1925 a study of the potency of various thyroid 
preparations was begun. Interest in this subject was 
stimulated by the fact that the second reported case 
of myxedema in the United States to be treated with 
thyroid was a patient of my father’s, Dr. James A. 
Jackson Sr. The report of this case appears elsewhere, 
as does that of the first case, treated by Dr. William 
Jackson in Boston in 1892.' Having observed Gull’s 
work in England, Dr. James A. Jackson Sr, recognized 
this case of myxedema on returning to Wisconsin and 
requested the Armour Company to prepare some 
thyroid to be given in tablet form. The patient re- 
sponded remarkably to treatment and eventually came 
under my care and was treated until her death at the 
age of 91. From time to time she would relapse 
into a hypothyroid state and, because of this obser- 
vation, it was ascertained that the thyroid tablets lost 
their potency if they were more than three months 
old. This observation was later found to be true in 
many other cases. It was also checked by careful 
studies in the research laboratory of the Jackson Foun- 
dation. Heads of the research department of the Ar- 
mour Company likewise concurred in this opinion. 

As a consequence, all patients on thyroid therapy at 
the Jackson Clinic receive fresh tablets of desiccated 
thyroid every three months. Much of the thyroid given 
to patients in the United States has stood on drug- 
store shelves not for months but for years. It is not 
difficult to see why the clinical results of thyroid ther- 
apy are often unsatisfactory. This is the reason why 
doses of 4 and even 6 or more grains (0.25 and 0.4 
Gm.) a day often are administered with no improve- 
ment in symptoms. The maximum dose given to our 
patients with severe cases of myxedema, such as the 
patient shown in figure 1, is 3 grains (0.2 Gm.) a day. 
This patient has been taking 2'2 grains (0.15 Gm.) a 
day for nearly 30 years and has always remained in a 
normal state. 

In the case of the cretin shown in figure 2, this dosage 
has been maintained for almost as long a period. At the 
age of 3 she was unable to speak or walk, but in 1949 
she graduated from the University of California. 

Some thyroid preparations, even though fresh, 
are unreliable and of little value. One excellent firm 
has a product that requires 5 grains (0.3 Gm.) to equal 
1 grain (60 mg.) of the type used in treating these pa- 
tients. Nor do the various additions combined in thy- 
roid products enhance their value; at least such has 
been my experience. In most instances thyroid tablets, 
if strictly fresh, may be dispensed for three months. As 
in the case of the man with the suspected brain tumor, 
an occasional patient will require a fresh supply at 
shorter intervals. 


HYPOTHYROIDISM—JACKSON 123 


Dosage 


Eighty per cent of my patients receive | grain a day 
for the first week to assure tolerance and 2 grains (0.12 
Gm.) daily thereafter. Some with a mild or borderline 
hypothyroid condition receive only 1 grain a day and 
this dose is often given to young children. Smaller 
doses than this are seldom of value, as was true in the 
patient with juvenile myxedema (fig. 3), who for 
three years before coming to our clinic had been re- 
ceiving small doses of thyroid. This 8-year-old child 
was placed on therapy with a routine dosage of 1 
grain and then 2 grains a day, and in one year reduced 
from 128.5 Ib, (58.3 kg.) to 97.5 Ib, (44.2 kg.). 


Fig. 3.—Juvenile hypothyroidism in child, aged 8, who had 
been treated with inadequate and impotent thyroid for three 
years (left). Same patient one year after treatment with ade- 
quate and potent thyroid (right). 


During more than three decades of treating hypo- 
thyroid patients, no harm has resulted from this dos- 
age. A few patients with exophthalmic goiter have 
been seen whose condition was possibly induced by 
someone giving large doses of thyroid. 

Results in treating hypothyroid patients may be 
unsatisfactory because the patient neglects to take his 
thyroid regularly or takes a product that has lost its 
potency. Most patients will have to continue perma- 
nently on thyroid therapy, but in certain cases only a 
temporary lift with thyroid seems necessary. 

The successful treatment of hypothyroidism affords 
the same satisfaction as the cure of hyperthyroidism 
by thyroidectomy. 


w 
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Summary 


After a 37-vear study of hypothyroidism in the Mid- 
west, I consider this condition to be the most frequent 
and most overlooked chronic disease in this area. 

Nervousness and apprehension in a patient greatly 
affect the results of the basal metabolic test, and false- 
high readings occur frequently. The importance of 
repeating the metabolic test and of getting a thorough 
clinical history and physical examination of the pa- 
tient is shown by the fact that in my files are 228 cases 
in which metabolic tests were reported as high as 
+90% in persons with normal glands. 

Symptomatology is of prime importance. A symptom 
of hypothyroidism not mentioned often in the litera- 
ture is headache. The most frequent cause of daily 


J.A.M.A., Sept. 14, 1957 


headache is hypothyroidism, and treatment of the 
hypothyroid condition often gives dramatic relief. 

Some thyroid preparations are not reliable; none 
should be dispensed after three months, and occasion- 
ally a patient may require a fresh supply at shorter 
intervals. Doses smaller than 1 grain (60 mg.) a day 
are rarely of value. I give 1 grain a day to young 
children and to adults with a mild hypothyroid condi- 
tion. Eighty per cent of my patients receive 2 grains 
(0.12 Gm.); no ill-effects have been noted from this 
dosage. 

30S. Henry St. (3). 
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SODIUM LIOTHYRONINE IN METABOLIC 
INSUFFICIENCY SYNDROME AND ASSOCIATED DISORDERS 


PRELIMINARY REPORT 


Joseph H. Morton, M.D., New York 


The syndrome of metabolic insufficiency (hypo- 
metabolic state) is perhaps one of the most common 
metabolic disorders seen in everyday practice. At the 
same time, it may go unrecognized or misdiagnosed 
for a number of reasons ': it has only recently received 
serious attention as a clinical entity; its symptoms are 
vague, nonspecific, and seldom totally disabling; it 
cannot be detected by thyroid function tests; and it 
is generally not relieved adequately by conventional 
medication. This syndrome is characterized by low 
normal or subnormal basal metabolic rate (usually 
-15 to -30%), by clinical signs and symptoms of de- 
ficient metabolism, and by normal thyroid gland 
function as indicated by normal values for serum 
protein-bound iodine, cholesterol, and radioactive 
iodine (I )-uptake tests.” 

Thus the syndrome of metabolic insufficiency differs 
from hypothyroidism in that it occurs in persons 
whose thyroid gland function appears to be normal. 
There is no reduced synthesis or output of thyroid 
products, as measured by I '*'-uptake and _protein- 
bound iodine tests. When it is established that the low 
basal metabolic rate is not caused by adrenal insuffi- 
ciency, nephrosis, hypopituitarism, hypogonadism, 
anorexia nervosa, or malnutrition, the presence of 
metabolic insufficiency can be presumed. 


The syndrome of metabolic insufficiency dif- 
fers from hypothyroidism in that it occurs in 
persons whose thyroid gland function appears 
to be normal. Patients with this disorder do not 
respond to even large doses of desiccated thy- 
roid. Some of the clinical manifestations of 
metabolic insufficiency, relieved by L-triiodo- 
thyronine, are chronic fatigue, dry hair, dry 
skin, irritability, and emotional instability. The 
response to L-triiodothyronine suggests that 
daily stress created by demands on metaboli- 
cally insufficient patients can cause nervous 
anxiety, tension, depression, or despair. By 
increasing the metabolic rate, resistance to 
stress may be increased and the patient made 
more capable of facing daily tasks. 


An explanation for this condition has come from 
various investigators since the discovery of sodium lio- 
thyronine (3,5,3’ L-triiodothyronine ).” It has appeared 
that L-thyroxine must be deiodinated to liothyronine 
in the peripheral tissues before it becomes active. In 
patients with metabolic insufficiency this conversion 
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may be incomplete because of some defect: general 
body tissue insensitivity to the thyroid hormone ‘; 
rapid destroying, storing, or inactivation of thyroid 
hormone *; decreased permeability of the cells to 
thyroxin '*; or an intracellular defect.® Such a defect, 
whatever its nature, leads to generalized or localized 
signs and symptoms. Chronic fatigue, somnolence, or 
lethargy are common. Also prominent are dry hair, 
dry skin, infertility, dysmenorrhea, menstrual irregu- 
larity, sensitivity to cold, joint and muscle aches and 
stiffness, obesity, irritability, emotional instability, 
and constipation. These are similar to the changes 
seen in hypothyroidism, but less severe. Each symptom 
or sign by itself may result from various disorders. 
However, several of these signs and symptoms, to- 
gether with a low normal or subnormal basal metabolic 
rate, constitute the syndrome of metabolic insuffi- 
ciency. 
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Materials and Methods 


A total of 80 patients were studied. On the basis of 
clinical evidence, each patient was placed into one of 
two groups. In group 1, there were 51 patients who 
had been given a diagnosis of metabolic insufficiency. 
In group 2, there were 29 patients with specific (or 
localized ) metabolic disorders such as obesity, infer- 
tility, salt and water imbalance, and gynecologic dis- 
turbances. The latter group included all patients with 
one dominant or severe disorder. 

Group 1 consisted of 45 females and 6 males be- 
tween the ages of 13% and 53 vears. The average age 
was 32.9 years. None of the group were myxedematous, 
nor could they be considered hypothyroid by usual 
standards. The predominant symptom was chronic 
fatigue, noted in 88% of the group. The predominant 
sign was obesity, seen in 75%. Also present in various 
combinations were menstrual disturbances, 67%; dry 


TABLE 1.—Description of Patients Before Sodium Liothyronine Therapy 


Responses to Side-effeets 
Previous Therapy* from Previous Therapy 
= s 
No. of Patients 
A = 
Diagnosis = =m Range, Yr. in BMR, % Meg./100 ML D> & Me AO O 
Group 1 Metabolie insufficiency ...... 51 6 45 134-53 +2 to —40 3.6-7.5 3 4 19 18 10 6 6 7 7 
Group 2 Female sterility ............. eo the 9 25-35 —7 to —19 4.4-7.6 2 6 1 2 1 1 1 1 
27-30 wks 1 2 
Gynecologic disorders ....... 7 14%4-48 +1 to —15 3.2-6.6 
Secondary amenorrhea .... 1 1 
Oligomenorrhea ........... 2 2 1 1 1 1 
Menometrorrhagia/ 
precocious puberty ...... 1 1 1 
Menstrual irregularity .... 1 1 1 1 
Menopausal syndrome .... 1 1 1 1 1 1 1 
Primary hypogonadism ... 1 1 
CR re 5 1 4 13-38 +6 to —15 3.2-5.8 1 1 3 1 1 
Intractable idiopathic edema 5 5 82-47 —1 to —3 4.0-6.5 3 2 
10 70 0 7 17 21 24 5 9 4 & 


* Desiccated thyroid, thyroglobulin, or thyroxine. 
+ No previous treatment or response unknown. 


Patients with this disorder often do not respond to 
even large doses of desiccated thyroid.” An explana- 
tion for this has been based on the theory that in such 
patients even endogenous thyroid hormone is not 
utilized adequately. Sodium liothyronine, however, has 
been reported to produce both metabolic and clinical 
responses in a number of cases." The present study was 
conducted, therefore, to evaluate the efficacy of 
sodium liothyronine in a large group of patients with 
metabolic insufficiency or specific metabolic disorders. 
The aims of this study were to survey the incidence of 
signs and symptoms in patients with metabolic insuffi- 
ciency, and to define the syndrome more clearly; to 
evaluate the clinical efficacy of sodium liothyronine in 
patients with metabolic insufficiency or associated 
metabolic disorders; and to compare responses with 
those from desiccated thyroid, thyroglobulin, and 
thyroxine in previous treatments. 


hair, dry skin, and/or brittle fingernails, 57%; nerv- 
ousness, irritability, depression, and/or mental apathy, 
51%; muscle or joint aching and stiffness, 47%; and 
sensitivity to cold, 43%. Puffiness of the face was also 
noted, 

Protein-bound iodine levels were normal, ranging 
from 3.6 to 7.5 meg. per 100 ml. of serum (table 1). 
Basal metabolic rates varied from normal (-+2%) to 
subnormal (-40% ). (Even though the basal metabolic 
rate was normal in some cases, if signs and symptoms 
of metabolic insufficiency were present, such cases 
were included.) Serum cholesterol levels, determined 
in 12 patients, were within normal limits. Other 
laboratory findings were negative. 

Thirty-six of this group had been treated previously 
with desiccated thyroid, thyroglobulin, or thyroxine 
(table 1). The average tolerated dose was 2 to 3 
grains (0.12 to 0.2 Gm.) of desiccated thyroid per day. 
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Side-effects had developed in 18 of the group. Tliera- 
peutic responses had been excellent in none, good in 
3, fair in 14, poor in 19, and undetermined in 15. 

Group 2 consisted of 25 females and 4 males be- 
tween the ages of 13 and 48. The average age was 
29.8 years. Diagnoses were as follows: female sterility 
in nine patients, male infertility in three, gynecologic 
disorders in seven, primary obesity in five, and 
intractable salt and water imbalance in five (table 1). 

Protein-bound iodine levels were found to range 
from slightly subnormal to normal, 3.2 to 7.6 mcg. 
per 100 ml. Basal metabolic rates varied from +1% 
to -19%. Other laboratory findings were negative, 
except results of sperm analyses in the infertile males 
and ovarian function tests in the infertile females. 

Twenty-one of the group had been treated previous- 
ly with desiccated thyroid, thyroglobulin, or thyroxine. 
Side-effects had been noted in 7 patients, and 
responses had been excellent in none, good in 4, fair 
in 3, poor in 16, and undetermined in 6. 


TaBLe 2.—Responses to Treatment with Sodium Liothyronine 


Side- 
No. Responses effects, 
of ——~ No. of 
Pa- Excel- a- 
Diagnosis tients lent Good Fair Poor tients 
Group 1 Metabolic insufficiency .... 51 23 23 4 1 2 
Group 2 Female sterility ........... 9 
Male infertility ............ 3 2 1 
Gynecologic disorders ..... 7 
Secondary amenorrhea .. 1 
Oligomenorrhea .......... 1 1 1 
Menometrorrhagia/ 
precocious puberty .... 1 
Menopausal syndrome ... 1 1 
Primary hypogonadism . 1 
Menstrual irregularity .. 1 
Intractable 
idiopathic edema ...... 5 3 1 1 


* Exeellent indicates successful pregnancy. Good indicates correction 
from anovulatory to ovulatory cycle or pregnancy that terminated by 
spontaneous abortion. Fair indicates relief of menstrual irregularities or 
improvement in type of cycle but not as consistent as in “good.” Poor 
indicates no change. 


Over a period of three to nine months, each patient 
was treated with sodium liothyronine. Starting doses 
varied from 5 to 25 meg. daily. Maximum doses ranged 
from 10 to 100 mcg. daily. At no time were sodium lio- 
thyronine and thyroid preparations given simultane- 
ously. A time interval of one to three weeks elapsed 
after previous drugs were withdrawn before the test 
drug was given. In this way, responses were not 
materially influenced by residual effects from previous 
medication. 

Responses to treatment were rated according to 
relief of ectodermal, musculoskeletal, reproductive, 
and other objective signs; relief of fatigue, mental 
apathy, nervousness, and other subjective symptoms: 
and over-all clinical response as compared with previ- 
ous therapies. The ratings were as follows: excellent, 
indicating complete remission of symptoms or a 
marked response in one to two weeks, especially when 
previous therapies had not evoked any response; good, 
indicating a marked though incomplete response, or 
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remission of symptoms after more than two weeks; 
fair, indicating partial remission of symptoms, regard- 
less of dosage; and poor, indicating no change in the 
patient’s status. Controls or placebos were not con- 
sidered necessary, since previous therapies could be 
used for comparative responses. 


Results 


Group 1.—Results of therapy with sodium liothyro- 
nine in group | were excellent in 23 patients, good in 
23, fair in 4, and poor in | (table 2). In those patients 
showing good to excellent responses, the most common 
and beneficial response was loss of fatigue. With an 
increase in energy, Many patients reported more alert- 
ness upon awakening, less need for midafternoon 
naps, and an ability to accomplish more work. Those 
patients who were nervous and restless, and those with 
emotional depression or anxiety, became calmer, This 
response generally paralleled an increase in a sense of 
well-being. Sensitivity to cold was relieved, as patients 
noted increased warmth during the winter months. 
Muscle and joint aching and stiffness subsided or 
completely disappeared. 

Objective improvements, more reliable to the clini- 
cian but perhaps not as important to the patient, were 
also noted in those patients who showed excellent to 
good responses. Twenty-two of 38 obese patients lost 
weight; the average loss was 9.3 Ib. (4 kg.). Dry hair 
and dry skin became oilier and smoother. Other 
disorders such as brittle fingernails, facial puffiness, 
and menstrual irregularity were relieved. To illustrate 
excellent responses, two typical case histories are pre- 
sented below. 

Report of Cases 


Case 1.—A 32-year-old female sought treatment because of 
chronic fatigue, vague muscle pains, obesity, and inability to 
conceive during the previous seven months. Her hair was thick 
and coarse, and her skin was smooth. She menstruated every 
28 or 29 days, for 4 to 5 days. (Formerly, every 24 days for 
about 3.) The protein-bound iodine level was 3.6 meg. per 
100 ml. of serum, and the basal metabolic rate was —21% 
after many months of treatment with desiccated thyroid. Pre- 
menstrual smears showed a late secretory phase with increased 
estrogenic stimulation. Other laboratory and clinical findings 
were normal. The patient had been treated previously with 3 
grains (0.2 Gm.) of desiccated thyroid daily for approximately 
six months. There was no change in symptoms during this treat- 
ment, and no toxic reactions were noted. 

On Oct. 11, she was started on therapy with 5 meg. of 
sodium liothyronine daily. At the end of one week, there was a 
marked improvement in her outlook and energy. The dosage 
was increased to 10 meg. daily for the second week, after which 
time the patient was “feeling fine” and “sleeping better.” Her 
hair was silkier, and muscular aching had subsided. The dosage 
of sodium liothyronine was gradually increased to 25 mcg. daily. 
On Nov. 25 (after six weeks), the patient reported she felt 
fine, had more energy, had no joint stiffness, and had “no com- 
plaints.” At this time she had lost 9.5 Ib (4.3 kg.) and her hair 
appeared to be soft and oily. Commenting on her loss of weight, 
she said, “Everybody notices the change in me.” Rating: excel- 
lent response, 


Case 2.—A 32-year-old female presented chief complaints of 
chronic fatigue (especially in the afternoon) and tendency to 
gain weight. She had gained 30 lb. (13.6 kg.) during two years. 
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Other symptoms present were vague joint and muscle pain, mild 
sciatica, sensitivity to cold, and menorrhagia. The hair was 
slightly dry, the skin was rough, and the face was slightly puffy 
and pasty. There was no hirsutism. The palms were warm and 
moist. She menstruated every 28 days for about 6 days. She 
had had two miscarriages, as well as two completed preg- 
nancies. The protein-bound iodine level was 5.1 meg. per 
100 ml. of serum, and the basal metabolic rate was —10% 
after prolonged treatment with desiccated thyroid. 

This patient had been treated by several physicians for 
chronic fatigue and lethargy, without much success. In 1947, 
her basal metabolic rate was —17%. During treatment with 
2 grains (0.12 Gm.) of desiccated thyroid her basal meta- 
bolic rate had increased to —11%, but all symptoms had per- 
sisted to some degree. Medication was started with 12.5 mcg. 
of sodium liothyronine daily and increased to 25 meg. during 
the second week. The patient reported that she began to feel 
better, had more vigor, and could “do more housework.” Also, 
her skin was notably clearer. Treatment was continued at 
25 meg. daily. At the end of the fourth week, she had lost 
12 Ib. (5.4 kg.) and felt much improved. One month later she 
was completely free of symptoms. Muscle aching and pain had 
subsided, there was an increased feeling of warmth, and 
menstrual flow became shorter in duration. Rating: excellent 
response. 


Maximum dosages given to patients in group 1 
were 10 to 25 mcg. daily in 33 patients, 37.5 to 50 
meg. daily in 15, and 67.5 to 100 mcg. daily in 3. 
Side-effects of jitteriness, tachycardia, and nervousness 
were observed in two patients. These reactions disap- 
peared completely within five days after medication 
was stopped. In the remaining patients, there were no 
side-effects, no significant changes in blood pressure 
or pulse during therapy, nor any signs of acquired 
refractoriness to sodium liothyronine. 

Group 2.—Results of treatment with sodium lio- 
thyronine in group 2 were excellent in 13 patients, 
good in 12, fair in 2, and poor in 2 (table 2). The 
three patients with male infertility showed improve- 
ments in sperm count, in one case from 11 million 
cells per cubic centimeter to 45 million per cubic 
centimeter, with increased viability and survival of 
the sperm. Eight of the nine females with long- 
standing infertility showed normalization of ovulatory 
cycles. Four patients became pregnant. One of these 
aborted, so her response was labeled as good rather 
than excellent. Patients with gynecologic disorders 
generally showed a good response, except one patient 
with menopausal syndrome and one with oligomenor- 
rhea. Both of the latter could not tolerate the drug. 

The five patients with primary obesity showed 
weight losses ranging up to 54.5 Ib. (24.7 kg.) during 
a nine-month period. In these cases, sodium liothyro- 
nine proved to be superior to desiccated thyroid. The 
five patients with intractable salt and water imbalance 
showed marked diuresis during treatment. Two pa- 
tients in group 2 reported tachycardia, increased nerv- 
ousness, and insomnia from sodium liothyronine, One 
was taking 12.5 mcg. daily; the other was taking 
25 meg. daily. The remaining 25 patients tolerated 
the drug satisfactorily. The over-all efficacy of sodium 
liothyronine in this group is illustrated by the case 
histories below. 
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Cast 3.—A 3l-year-old female had severe menorrhagia, in 
addition to several signs and symptoms of metabolic insuffi- 
ciency. Presenting symptoms were chronic fatigue, insomnia, 
bitemporal headaches, groin pains, extreme sensitivity to cold, 
and stiffness of the joints. She stated that she worried excessive- 
ly, was anxious, and had been given psychiatric treatment. Her 
hair was dry and sparse, and her skin was dry. Examination 
revealed no other abnormalities. Menstruation occurred every 
30 to 35 days and lasted for about 7. Flow was heavy, and 
occasionally small clots were excreted. The protein-bound io- 
dine level was 5.2 mcg. per 100 ml., and the basal metabolic 
rate ranged below —15%. 

Sodium liothyronine was given in increasing doses up to 25 
meg. daily. At the end of two weeks, the patient showed a 
marked improvement and was more alert mentally. Her aches 
and pains had disappeared, and she reported a feeling of 
improved well-being. At the end of the second month, she had 
not been having headaches and signs of nervousness were gone. 
At the end of the third month, she felt much calmer (“Now 
I can take everything in my stride”). Menstrual periods had 
become more regular (25 to 30 days), less heavy, and excre- 
tion of clots had ceased. In addition, the patient had “more 
zest for living.” Rating: excellent response. 


Case 4.—A 3l-year-old female presented chief complaints of 
obesity and oligomenorrhea. She had been overweight since 
adolescence and had “always felt lazy and sluggish.” In recent 
years, she had had intermittent periods of amenorrhea, which 
lasted from 3 to 17 months. She had not responded adequately 
to 1 to 2 grains (0.06 to 0.12 Gm.) of desiccated thyroid daily 
and a 1,500-calorie diet. Treatment with 2 grains of thyroglobu- 
lin daily had resulted in only slight fluctuation in weight; mercu- 
rials had caused temporary diuresis but not reduction in weight. 

The hair was slightly dry, the hands and palms were normal, 
and there was generalized obesity. Her height was 63.5 in. 
(160 cm.); weight 221.75 Ib. (100.6 kg.); blood pressure, 
138/84 mm. Hg; pulse rate, 84 beats. The basal metabolic rate 
was +6%, and routine laboratory tests showed no abnormalities. 

Medication was started with 12.5 mcg. of sodium liothyronine 
daily, which was increased to 25 mcg. daily after two weeks. 
After three months, her periods had become more frequent (30 
to 40 days apart), she felt much less depressed, had more energy, 
and her hair was smoother. Her weight at this time was 187.25 
lb. (85 kg. ), a loss of 34.5 Ib. (15.6 kg.). As the dosage of sodium 
liothyronine was increased gradually to 50 mcg. daily during 
the next two months, her weight continued to drop at the 
rate of about 1 lb. (0.5 kg.) per week. At the end of nine 
months, her weight had dropped to 167.25 lb. (75.8 kg.), a 
loss of 54.5 lb. (24.7 kg.). Subjectively, the patient felt “much 
better” than she had in years and had no complaints. Rating: 
excellent response. 

Case 5.—A 32-year-old female was given a diagnosis of in- 
tractable idiopathic edema. She reported that she had always 
had some premenstrual edema and tension, but recently edema 
had persisted throughout the menstrual cycle. The edema was 
intensified for two to three days at midcycle and four to five 
days premenstrually, and occasionally she gained as much as 
10 lb, (4.5 kg.) in 24 hours, 

Her history showed that she had had a cystic left ovary 
removed six years previously. A year afterwards, she had noted 
swelling of the entire body premenstrually. Treatment with 
mercurials had afforded only temporary relief, whereas an oral 
medication ® prevented or relieved the premenstrual symptoms. 
She had been married two years, but had never been pregnant. 
The menses occurred every 28 days and lasted 3 to 5 days and 
varied in amount of flow. Physical examination revealed a well- 
developed female, 65.5 in, (165.10 cm.) tall, weighing 152.5 
lb. (69.1 kg.). No abnormalities were seen, other than moderate 
obesity and edema of the ankles. The protein-bound iodine value 
was 6.5 mcg. per 100 ml. of serum, and other test values were 
normal. 
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On Sept. 8, the patient was started on therapy with 12.5 
meg. of sodium liothyronine daily, and her condition was main- 
tained with a high-protein, low-sodium diet. The dosage was 
increased to 50 mcg. daily during the next month. On Oct. 28, 
she reported slight bloating and edema, although her weight 
was essentially unchanged (152.75 Ib. [69.2 kg.]). On Nov. 11, 
on the 27th day of her 28-day cycle, the patient was feeling 
fine “for the first time in years.” No swelling was noted, and 
there was no premenstrual tension. Previously, she had gained 
at least 3 or 4 Ib. (1.3 or 1.8 kg.) at such times. On Nov. 18, 
the patient was still improved, although she had ingested a 
large volume of fluids. No postmenstrual edema was present, 
and her weight was 148.75 lb. (67.5 kg.). She had experienced 
normal flow. On Dec. 2, the patient had no swelling or edema, 
and roundness of the face had disappeared. She reported that 
she was wider awake during the day, and slept better at night. 
The dose of sodium liothyronine was reduced to 25 meg. daily. 
On Dec. 9, there was slight premenstrual swelling, but less than 
previously. She had been eating as she wished, except for a 
minimum of salt. 

The reduced dosage of sodium liothyronine seemed to cause 
some exacerbation of symptoms, so it was increased again to 
50 meg. daily during the next month. The patient was seen 
each month until May 10, and she had remained improved. 
There was no edema either before or after menstruation, and 
the patient was free of all symptoms. Rating: excellent response. 


Comment 


The results of this study have shown a relationship 
between metabolic insufficiency and many common 
disorders. Most common was fatigue, a complaint of 
88% of group 1. Obesity, menstrual irregularities, dry 
hair and skin, and nervous or emotional disorders 
were seen in more than 50%. Relief of these and other 
symptoms with sodium liothyronine, compared to the 
relatively slight response with desiccated thyroid, 
‘hvroglobulin, or thyroxine, supports the theory that 
these symptoms were caused by insufficient metabo- 
lism at the cellular level. In the patients with specific 
metabolic disorders (group 2), it appears that the 
basic defect causing metabolic insufficiency was severe 
in certain organ systems. Infertility, obesity, and 
various gynecologic disorders were shown to be re- 
lieved by metabolic stimulation. 

Approximately 15% of the patients in this study had 
been referred by psychiatrists. Another 5% had under- 
gone psychotherapy or analysis, and one had been 
given electroshock therapy. It is important to note 
that most of these patients reported considerable re- 
lief of the mental and emotional symptoms from 
sodium liothyronine. Such responses suggest that daily 
stress created by demands on a fatigued and metabol- 
ically insufficient patient can cause nervousness, 
anxiety, depression, or despair. By increasing the 
metabolic rate, resistance to stress may be increased, 
and the patient is more capable of facing daily tasks. 
This theory has, in fact, been supported by Timaras 
and Woodbury,'® who have recently shown that in 
rats sodium liothyronine increases brain excitability, 
enhances the capacity of the brain to support maximal 
electroshock seizures, and shortens postictal depres- 
sion. Further studies of the role of metabolic insuffi- 
ciency in mental and emotional disturbances are, 
therefore, recommended. 
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Summary and Conclusions 


The clinical effects of sodium liothvronine have been 
determined in 51 patients with metabolic insufficiency 
and in 29 patients with specific metabolic disorders. 
The criteria for diagnosing the syndrome of metabolic 
insufficiency are outlined as (1) low normal or sub- 
ner yal bosal metabolic rate. (2) multiple coexistent 
signs and symptoms of deficient metabolism, and 
(3) normal thyroid gland function, as indicated by 
protein-bound iodine or radioactive iodine (I **')- 
uptake tests. 

Ro -nonses to sodium liothvronine generally were 
superior to responses to desiccated thyroid, thyro- 
globulin, or thyroxine. Good to excellent responses 
with sodium liothvronine were elicited in 46 of 51 
(or 90%) of the patients with metabolic insufficiency. 
Of this same group, 36 patients had previously been 
treated with desiccated thyroid, thyroglobulin, or 
thyroxine. Only three, or 6%, had shown good to 
excellent responses. 

Included in the study also were 29 patients with the 
following diagnoses: female sterility, male infertility, 
gynecologic disorders, obesity, and intractable salt 
and water imbalance. Responses were good to excel- 
lent in 25 of these 29 patients. Thus, the relationship 
of such disorders to insufficient metabolism is sug- 
gested. Side-reactions of nervousness, insomnia, and 
tachycardia were noted in 4 of the total of 80 patients. 
No signs of acquired intolerance were observed. 
From the results of this study, it is concluded that 
sodium liothyronine is a highly effective and safe thera- 
peutic agent for treating patients with metabolic 
insufficiency and other nonmyxedematous metabolic 
disorders. 


33 E. 61st St. (21). 


Part of the data in this report was presented as a scientific 
exhibit at the 105th Annual Meeting of the American Medical 
Association, Chicago, June 11-15, 1956, 

The t-triiodothyronine used in this study was supplied as 
Cytomel by Smith, Kline & French Laboratories, Philadelphia. 
The medicament for oral administration used in case 5 was 
supplied as Pre-Mens by Purdue Frederick Co., New York. 
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NEUROLOGICAL CASE HISTORIES OF TWO OLYMPIC CHAMPIONS 


Ernst Jokl, M.D., Lexington, Ky. 


While accompanying the United States Olympic 
athletes to Melbourne, Australia, in November, 1956, 
I noted that one of the most distinguished members of 
the track and field team, Harold V. Connolly, U. S. 
champion and world record holder in hammer throw- 
ing, was afflicted with a combined upper and 
lower left brachial plexus paralysis (Erb-Duchenne- 
Klumpke-Déjerine type). 


Hammer Throwing Champion with Combined 
Upper and Lower Left Brachial Plexus Paralysis 


Connolly, aged 25, a young man of intelligence and modesty 
and of strong moral principles, was able to give a precise 
history of his affliction. It appears that he suffered an injury 
at birth. As far back as he could remember, the left arm 
had hung at the side as it does at present: internally rotated 
at the shoulder with the elbow extended and the hand pronated. 
The whole left upper extremity is underdeveloped, a fact 
which is all the more evident as the right arm is unusually 
powerful and extremely well trained. The difference in length 
between the two arms is 4.5 in. The size of the left hand is 
less than two-thirds that of the right. Circumferential measure- 
ments of the extremities differ by 3.5 in. (17.5 versus 14) for 
the upper; by 2.5 in. (13.5 versus 11) for the lower arm; and 
by 1 in. (8.25 versus 7.25) for the wrist. 

Paralysis of the left deltoid renders abduction at the shoulder 
virtually impossible. Flexion at the left elbow is performed 
with feeble power on account of paresis of the flexors; exten- 
sion can be effected, as the triceps functions well; outward 
rotation at the shoulder is almost completely lost owing to 
paralysis of the spinati; biceps and supinator jerks cannot be 
elicited. There is wasting and weakness of the ulnar flexors of 
wrist and fingers and paralysis and wasting of the small muscles 


From the Kentucky Rehabilitation Center, University of 
Kentucky. 


Disease and physical disability may serve as 
strong incentives for the attainment of motor 
performances, some of them of a high order of 
complexity, and of athletic excellence. In one 
case motivation, possibly from conflict, pro- 
duced achievements revealing a new _ insight 
into the scope of compensatory adjustment of 
the nervous system. The second case indicates 
the exient to which an established neuromotor 
pattern can be projected into previously un- 
trained skeletomuscular regions. Both cases 
illustrate the possibility of complete functional 
rehabilitation after major disablement. 


of the hand, which at rest assumes a semi-closed position re- 
sulting from the unopposed action of the long flexors of the 
fingers. 

Sensory symptoms are in evidence, e. g., neuritic pains in the 
upper part of the arm. The whole left upper extremity is colder 
and more sensitive to touch along the radial margin and less 
sensitive along the ulnar. Involvement of the cervical sympa- 
thetic nerves is indicated by hyperhidrosis; the skin of the 
arm feels waxy, the veins of the forearm are soft, in contrast to 
those of the right side, which are strong-walled and of good 
tone and tension; the growth pattern of the fingernails of the 
left hand is abnormal. The patient reports of involuntary 
twitching of the musculature of the afflicted arm, 

Connolly displays a remarkably clear insight into the nature 
of the psychological and social conflict with which his disability 
has confronted him from earliest childhood. The conflict was 
resolved by this mature and courageous man in a manner 
which eventually enabled him to become the greatest hammer 
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thrower in the history of athletics. At the same time he com- 
pleted his academic studies with distinction. For several years 
Connolly made a_ scientific study of different methods of 
athletic training as practiced in various countries. Two years 
prior to the 1956 Games, he traveled to Europe to consult with 
a number of famous coaches and former Olympic champions 
in hammer throwing. He took up weight lifting in order to 
bring about the greatest possible degree of muscular hyper- 
trophy. In the process he not only developed a powerful right 
but also, though of course to a much lesser degree, attained a 
good deal of improvement of the paretic left arm. 

On two occasions he suffered fractures. Lying on his back 
he gripped a bar weighing 125 lb. in his powerful right and the 
weak and paretic left hand. In trying to lift the weight the 
atrophic humerus of the left arm broke. 

It is a measure of Connolly’s solidity of purpose that such 
major setbacks failed to deflect him from his objective. In both 
instances he resumed his training as soon as union of the 
fractured bone had taken place. In October, 1956, he estab- 
lished a new world record in throwing the 16-lb. weight 
224.10% ft. At Melbourne, in the tensest hammer throwing 
competition ever staged, he won the gold medal—the first 
American to do so in this event since 1924—defeating among 
others the champions of Russia, Hungary, Germany, Poland, 
and England and establishing a new Olympic record. A few 
days after his return to the United States late in December, he 
bettered the world record for throwing the 35-lb. weight with 
a toss of 66 ft. 8.5 in., whereafter the State Department sent 
him on a goodwill trip to Europe. 

Diagnostic Features.—This case calls for comment 
from several angles. First, the diagnostic aspect. The 
paralysis of the left arm is of such a kind as to leave 
no doubt that this is a combined upper as well as 
lower plexus paralvsis, the branches to the branchial 
plexus from the fifth, sixth, and eighth cervical as 
well as from the first dorsal nerves being involved. 

In the typical Erb-Duchenne upper plexus type of 
paralysis, movements of wrists and fingers remain 
unaffected and sensory symptoms are usually absent. 
In the typical Klumpke-Déjerine lower plexus type 
of paralysis the fifth and sixth cervical contributions 
are spared while the first dorsal nerve and at times also 
the eighth cervical branches are commonly damaged. 

In this case upper and lower brachial plexus paraly- 
ses are in evidence. Both anesthetic and analgesic, as 
well as hyperesthetic and hyperalgesic, symptoms are 
demonstrable. The presence of autonomic and trophic 
symptoms points to participation of the cervical sym- 
pathetic nerves, though pupillary abnormalities are 
not present. 

Analysis of Athletic Performance.—Caretul attention 
was paid to Connollys technique of throwing the 
hammer. Wearing a thick glove over the paretic left 
hand he exerts with it a steering influence upon the 
steel grip of the hammer, maintaining it fully during 
the first two turns in the ring. During the third turn, in 
which he reaches a maximal rotatory velocity, the left 
hand slips far down so that eventually it holds the 
steel grip of the hammer with the tips of the fingers 
only, the full weight being carried by the right hand. 
“After my best throws the ends of my left fingers are 
black with blood blisters,” Mr. Connolly reports. 

Motivation and Quality of Performance.—Disease 
and physical disability may serve as strong incentives 
for the attainment of motor performances, some of 
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them of a high order of complexity, and of athletic 
excellence. A case of a swimming champion with 
dementia paralytica and of an artist afflicted with 
advanced multiple sclerosis with advanced paresis 
and tremor of the right arm which she used in her 
work have been described elsewhere.’ 

Motivation as well as performances of the category 
under discussion do at times reflect rather unusual 
patterns. There is the story, reported some years ago,” 
of a frankly psychopathic man, 43 vears old, who prior 
to the war was involved in criminal procedures; who 
during the war won numerous decorations for con- 
spicuous bravery in combat; and who after the war, 
without demonstrable reason, was unable to find a 
place in society and became an insolvable problem 
to the welfare authorities. 

Lord Byron’s life and literary achievements would 
be inexplicable without appreciation of the fact that 
this gifted man was deeply disturbed and constantly 
agitated by the knowledge of being afflicted with an 
irremediable and severe physical disability. But Diem * 
has also detailed a revealing scene, with all its psy- 
chopathic connotations, in which Byron, refusing to 
accompany the funeral procession at his mother’s 
death, gave expression to his grief by staging in the 
large hall of his ancestral castle in Newstead Abbey 
a long and violent boxing fight, gloves and all, against 
his friend Rushton. 

Arthur Newton, former world record holder in 
running distances of up to 100 miles, describes how he 
decided at the age of 40 to take up competitive athle- 
tics in order to demonstrate to the world that in his 
opinion an injustice was done to him in a protracted 
litigation with a government department in Natal, 
though it was found he had in fact not even a sem- 
blance of a case to argue. For many vears, the logic 
of his decision sufficed te induce him to undergo the 
most strenuous training and to take part in such races 
as one from New York to Los Angeles.’ 

By contrast, Connolly's story is distinguished by the 
fact that the motivation underlying his prolonged 
training is rational in terms of his personal objectives, 
dignified in execution, and, from the point of view of 
its social evaluation, of a high order of maturity. This 
young man’s motor achievements reveal a new insight 
into the scope of compensatory adjustment of the 
nervous system. 


Reestablishment of Performance Capacity 
in Contralateral Extremity 
After Amputation of Right Hand 


“The nervous system” Hughlings Jackson ° wrote in 


_ 1874, “is physically double. | wish to show that it is 


double in function also, and further, in what way it is 
double in function.” The following observation throws 
light on the significance of Jackson’s classic statement. 

At the Olympic Village in Melbourne in 1956, I examined 
Karoly Takacs, 46 years of age, member of the Hungarian 
team. Takacs had represented Hungary in the pistol shooting 
competition at the Berlin Games in 1936, holding at that time 
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several national and international championships in this sport. 
In 1938 Takacs was involved in an accident which necessitated 
amputation of the right arm midway between elbow and wrist. 
On his discharge from the hospital Takacs decided to continue 
competing by shooting with the left hand, which he had never 
thus used prior to the amputation. In 1939 he won the world 
championship in pistol shooting at Lucerne, Switzerland. At 
the Olympic Games in London in 1948 and in Helsinki in 1952 
he was awarded gold medals for the same event. The 1956 
competition in Australia was his fourth Olympic contest. 

Comment.—Several features of this case call for 
comment. First, that the excellence of Takacs’ athletic 
performances is so great as to place his preamputation 
as well as postamputation attainments into a class of 
their own. Secondly, that initially the training which 
established his world fame as a pistol shot was con- 
fined to the right arm. Thirdly, that the switch-over to 
the left arm was achieved within the comparatively 
short time of eight months. And fourthly, that from 
then on Takacs continued to improve his athletic 
competence. 

Hemispheric Dominance.—This report indicates the 
extent to which an established neuromotor pattern can 
be projected into previously untrained skeletomuscular 
regions. It also raises the question of the dominance 
of one cerebral hemisphere over the other. Prior to 
the amputation, Takacs was right-handed. It would, 
as he pointed out, not have occurred to him to shoot 
with his left hand. The postoperative switch involved 
not only the motor aspect of the skilled performance 
but also its sensory counterpart, especially in respect 
of the functional integration of the tactile, propriocep- 
tive, and visual components, of which Adrian has 
given a masterly account.° 


The visual messages are the most complex and the most 
important of all those reaching the human brain. In other 
animals hearing and smell may be the dominant senses, but in 
our brains the olfactory pathways have shrunk and smells play 
a very small part in our thoughts and decisions. In all the 
vertebrates, however, the eyes seem to have dictated the 
general arrangement of the cerebral hemispheres. Owing to the 
camera structure of the eye an object on the left is focused on 
the right half of the retina and vice versa. Now the natural 
arrangement would seem to be that the right half of the retina 
of either eye should be connected with the right cerebral! 
hemisphere and the left half of the retina with the left hemi- 
sphere, and this is in fact accomplished by a sorting out of the 
nerve-fibres at the optic chiasma before they enter the brain. 
The result is that an object on the left is signalled by a visual 
message which is sent to the right cerebral hemisphere. Now if 
the object came into contact with the left side of the body or 
if the left hand were put out to touch it, it would be confusing 
if the tactile messages were sent to one side of the brain and 
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the visual to the other. What seems to have happened, there- 
fore, is that the crossing-over of the visual message has made 
it necessary for all the sensory pathways to cross over, so that 
all the information reaching one side of the brain comes from 
the opposite side of the body and its surroundings; and as all 
the information goes across to the opposite hemisphere, the 
orders for the muscles must also be elaborated in that hemi- 
sphere and the messages for them must come back across the 
midline on their way down to the spinal cord. 

Summary.—This case report then is concerned with 
the reestablishment of the performance capacity in 
an Olympic champion in pistol shooting who had 
attained fame while competing with the right arm 
and who, after amputation of the dominant extremity, 
once more became world champion, using the left 
arm. It emphasizes (1) the part played by the central 
pattern in the attainment of highly skilled neuromotor 
performances, (2) the significance of Hughlings Jack- 
son’s statement regarding the functional bilaterality 
of the nervous system, (3) the integrated nature of 
the performance adjustment after amputation, and 
(4) the possibility of complete functional rehabilita- 
tion after major disablement. 

It also raises the question whether the cerebral 
component underlying the extraordinary neuromuscu- 
lar efficiency of this patient prior to the amputation 
explains the transfer to the extremity. 

The German poet, Gotthold Ephraim Lessing in his 
drama, “Emilia Galotti” wrote that Raphael would 
have become an immortal painter even if he had been 
born without arms. Takacs’ story corroborates the 
validity of Lessing's literary imagery. 

I am indebted to Lord Adrian (University of Cumbridge, 
England ) for permission to quote from his book. 
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Fatal Machine Accidents on Farms.—Each year more than 2,000 people in the United States, 
or 1.3 per 100,000 population, are fatally injured in accidents involving machinery. . . . Over 


two fifths of all the fatal injuries in machine accidents occur on farms. 


Tractors account 


for a considerable loss of life on the farm; overturning is the most common hazard, and fre- 
quently results from running the tractor too fast, carrying excessively heavy loads, and from 
operating it along steep slopes or too near deep ditches. Self-propelled combines, corn pickers, 
hay balers, hoists, and feed grinders are among the other types of machines usually involved in 
fatal farm accidents. Although a majority of the deaths from farm equipment are among adults, 
an appreciable number are among children, some of them quite young.—Fatal Machine Acci- 
dents, Statistical Bulletin of the Metropolitan Life Insurance Company, October, 1956. 
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FETOPELVIC GRADING OF BREECH PRESENTATIONS 
D. Frank Kaltreider, M.D., Baltimore 


The breech presentation has been a fascinating and 
depressing problem to obstetricians for many years. 
It has been fascinating in that, if one is able to 
extract the breech satisfactorily without injury, one 
has the sense of accomplishment. In addition, the 
breech is frequently associated with such problems 
as congenital anomalies of the uterus, placenta pre- 
via, and contracted pelves. It is depressing because 
so many breech infants die because of prematur- 
ity, prolapse of the cord, intracrannial hemorrhage, 
and anoxia. 

During the past years, there have been many excel- 
lent papers on the general management of the breech, 
with particular reference to vaginal delivery. The em- 
phasis on cesarean section has been lacking. There has 
been a hesitation to analyze the pelvic structure, pelvic 
size, and weight of the infant in order to determine 
whether any particular breech should be delivered 
vaginally. Much of this has been done by guesswork, 
and, when there has been indecision, the ultimate 
decision has usually been cesarean section rather than 
vaginal delivery. I will attempt to lay down some cri- 
teria for cesarean section in those pelves which are 
contracted. 

Material 


At the University of Maryland Hospital from Jan. 
1, 1950, to June 30, 1956, there have been de- 
livered 19,414 infants weighing over 400 Gm. Of 
these, 781 were of the breech presentation, or an 
incidence of 4.02%. When twins were eliminated, 
there were 634 breeches occurring in 18,954 single 
pregnancies, or an incidence of 3.34%. The disturb- 
ing factor is the perinatal loss. Table 1 demonstrates 
the number of single breech deliveries according to 
weight and the perinatal outcome. It will be noted 
that even in term births the perinatal loss was high 
(7.5%). The over-all loss was 23.3%. These figures 
are usually corrected by eliminating fetal death in 
utero, patients with hemorrhage and toxemia, and 
those infants in which there have been prematurity, 
congenital anomalies, and erythroblastosis. The cor- 
rected loss drops in service patients to 2.3% and in 
private patients to 0%. 

I do not feel that this is a proper approach to the 
problem. I should rather look at the situation as a 
23.3% loss and attempt in some fashion to correct this 
by better obstetric practice to a lower loss rather 
than by statistical correction. 


From the Department of Obstetrics and Gynecology, Univer- 
sity of Maryland School of Medicine. 

Chairman’s address, read before the Section on Obstetrics and 
Gynecology at the 106th Annual Meeting of the American 
Medical Association, New York, June 5, 1957. 


In the management of a breech presentation, 
three factors must be considered in order to 
decide between vaginal delivery and cesarean 
section. These are (1) pelvic size, (2) pelvic 
shape, and (3) estimated fetal weight. Pelvic 
size can be accurately measured by x-ray pel- 
vimetry. Unless the infant is premature, vaginal 
delivery is contraindicated in flat pelves with 
an obstetric conjugate of less than 10 cm. 
Fetal weight is best estimated by having four 
or more examiners give an estimate without the 
knowledge of others and averaging the esti- 
mates. In addition to the above three factors, the 
behavior of the sacrum and consideration of 
uterine inertia must also be taken into account. 


There were 774 cesarean sections during this period 
of time among the 18,954 single pregnancies, or 4.1%. 
However, among the breeches this incidence was 11%. 
It is not necessary to go far into statistical analysis to 
find why the incidence of cesarean section among 
breeches is so much higher than it is among the other 
presentations combined. For example, among the 634 
breech presentations, there were 13 placenta previas, 
a ratio of 1 in 49, while in the other presentations, the 
ratio was | in 346. In patients who had previously had 
a cesarean section, breech was frequently the deciding 
factor as to abdominal or vaginal delivery. In these 
patients the ratio was | in 35, while in the other pres- 
entations it was 1 in 103. 

In those patients in whom there was either a large 
infant or a borderline or actual contraction of the 
pelvis, cesarean section was done once in every 35 
breeches; in the remainder of the patients, once in 88 
cases. This is sufficient to raise the cesarean section 
rate from 4% among all presentations to 11% among 
the breech presentations. 

The combination of breech and contracted pelvis is 
a comparatively small factor among any group of pa- 
tients. When an obstetrician is faced with the problem 
of a contracted pelvis and a breech presentation, his 
decision as to the type of delivery is an arbitrary one. 
Guesswork has played the major role in the decision 
for abdominal delivery. We have had this combination 
53 times, 36 times in primigravidas and 17 times in 
multigravidas. The primigravidas were delivered va- 
ginally 17 times, with one fetal loss; cesarean section 
was used 19 times, with one fetal loss. The vaginal 
fetal loss is inexcusable, in that this patient’s labor was 
over 36 hours in length with aberration of the fetal 
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heart rate just prior to delivery. The cesarean section 
fetal loss is unfortunate. This section was done early 
in labor; the infant was born in good condition but 
died in the early neonatal period. Autopsy showed 
marked subarachnoid hemorrhage. Among the multi- 
gravidas, 11 were delivered vaginally, with one fetal 
loss, and 6 were delivered by cesarean section. All of 
the multigravidas delivered by section had had 

previous cesarean section. The reason for the one fetal 
loss in the vaginal group could not be determined. 


TABLE 1|.—Perinatal Loss in 634 Breech Presentations 


Died 

Total No r ai 
Weight, Gin. No. Living No. % 
400-1 000 73 2 71 97.2 
1,001-1,500 4 13 29 69.0 
1,501-2,000 46 24 22 47.8 
2001-2500 62 47 15 24.2 
2,501 and over 411 380 31 7.5 
_ Total 634 466 168 23.3* 


° Ww hen corrected for prematurity, twins, fetal death in utero, anomalies, 
hemorrhage, and erythroblastosis, the mortality for service patients is 
2.2% and for private patients 0%. 


There were 25 women with pelves contracted at the 
inlet alone; 13 of these were delivered vaginally, with 
2 fetal losses, and 12 by cesarean section with one fetal 
loss. Twenty women had midplane contractions, of 
whom 12 were delivered vaginally; and 8 had a con- 
tracted inlet and midplane, of whom 3 were delivered 
vaginally. Since I do not recognize outlet contraction 
as a pure entity and feel that the outlet and midplane 
should be considered as one, outlet contractions are 
grouped with midplane contractions, 


Selection of Type of Delivery 


In an attempt to put into concrete form criteria by 
which one may be guided in the selection of delivery 
of the breech presentation, three factors must be con- 
sidered. They are pelvic size, pelvic shape, and esti- 
mated fetal weight. 

Pelvic Size.—The pelvic size can be accurately meas- 
ured with only a | or 2% error by many of the fine 
methods of x-ray pelvimetry such as the Thoms, the 
Javert-Steele, or the Caldwell-Moloy methods. These 
are excellent for determining pelvic shape as well as 
pelvic size. The most important of the measurements 
are the obstetric conjugate and the transverse diameter 
of the inlet at the superior strait and the interspinous 
and anteroposterior diameter of the outlet at the lower 
pelvis. Mengert has described areas at these two levels. 
The inlet area is obtained by multiplying the obstetric 
conjugate and the transverse diameter: 100%, or nor- 
mal, is 145 sq. em.. and 85% of normal, or 123.25 sq. 
cm., he has designated as borderline. The midplane 
area is obtained by multiplying the interspinous diam- 
eter and the anteroposterior diameter of the midplane. 
One hundred per cent, or normal, is 125 sq. em.; 85%, 
or 106.25 sq. cm., is borderline. As the areas at either 
plane diminish, so does the incidence of successful 
vaginal delivery in normal-sized infants. Mengert has 
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ably demonstrated this, and it has been corroborated. 
This fact will be used later in developing the criteria. 

Pelvic Shape.—The after-coming head is accepted 
well by the normal-sized or even slightly contracted 
gynecoid and anthropoid pelvis. The head willingly 
enters the pelvic cavity with the occiput anterior. 
These two shapes may be considered good ones for 
the after-coming head. The fact that an after-coming 
head does not fit well into the flat pelvis has been 
recognized for many years. The head must enter the 
pelvis as an occiput transverse and sometimes has to 
be “rocked” from side to side in order to traverse the 
pelvic inlet. This may well cause dystocia. If the 
obstetric conjugate is less than 10 cm., the problem 
becomes acute. Unless the infant is premature, vaginal 
delivery is contraindicated in flat pelves with an ob- 
stetric conjugate of less than 10 cm. In the android 
pelvis, particularly when it is smaller than normal, the 
head has a tendency to enter as an occiput transverse 
and may well rotate to an occiput posterior as the 
lower pelvis is reached. When in addition there is 
funnelling of the pelvis, a major pelvic obstruction is 
met. Unless the android pelvis is large, it is a poor 
shape for the after-coming head. 

Estimation of Fetal Weight.—All of us are aware 
that estimating fetal weight prior to delivery is diffi- 
cult. In this group of patients there was a range from 
-934 Gm. to +912 Gm. of error when single estima- 
tions were used. The average error was an under- 
estimation of 113 Gm. We have attempted to solve the 
fetal weight problem in the following manner: in any 
patient, four or more examiners estimate the fetal 
weight; this is done independently and without the 
knowledge of the others; these weights are then aver- 
aged. There is a tendency in breech presentations, as 
in all presentations, to overestimate small babies and 
underestimate large babies. 


TABLE 2.—Fetopelvic Grading in Breech Preseniations® 


Pelvie Size Estimated Fetal Weight, 


(Mengert’s Area) Pelvie Shape Gm. (Lb.) 
{ 
0 (Over 0 — gynecoid under 2,500 
"VG 5.) 
[90% all 
1; to 0 — anthropoid 1 42.500-3,100 
(85% (5.5-7) 
85% {a verage 
2; to 2 — platypelloid 3,600 
| 80% 
, irge 
and 2 — android over 3,600 
* Grading of 0 to 4 indieates vaginal delivery and 5 and over indicates 
cesarean section, with tollowing exceptions: (1) platypelloid pelvis with 
obstetric conjugate greater than 10 em. is graded 0; (2) transverse diam- 


eter less than 10.5 em. in anthropoid pelvis is graded 2: and (3) any infant 
weighing over 4,000 Gm. should probably be delivered abdominally. 


Criteria.—In order to arrive at a graphic representa- 
tion of criteria for vaginal delivery of breeches, each 
of the major factors discussed above has been weighted 
(table 2). 

Pelvic Size: At either the inlet or the midplane or 
both, a Mengert’s area of above 90% is graded 0; areas 
of 85 to 90% are graded 1; those of 80 to 85% are 
graded 2; and 79% and below are graded 3. 


4 
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Pelvic Shape: The gynecoid and anthropoid pelves 
cause very little difficulty as to shape and are graded 
0; the platypelloid and android pelves may cause 


Tasiy 3.—Grading of Breeches in Contracted Pelves 


No. of Women in Grade 


2 3 4 5 6 7 
0 2 5 2 1 
0 1 2 2 1 0 


major trouble and are graded 2. However, there are 
two exceptions. If in the anthropoid pelvis the trans- 
verse diameter is less than 10.5 cm., a grade of 2 should 
be made. If in a platypelloid pelvis the obstetric con- 
jugate is greater than 10 cm., the platy- 
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patients, elective section in four, and obstructive labor 
in two; grade 6, nonpelvic indications and elective sec- 
tion in one patient each; and grade 7, elective section 
in one patient. 

The causes of the perinatal deaths were as follows: 
nonpertinent anoxemia in 10 babies, congenital anom- 
alies in 3, trauma in 1 (grade 6), and intracranial 
hemorrhage in one (grade 1). It appears reasonable 
with the fetal loss in grade 6 and the proved cases 
of obstructive labor in grade 5 that levels higher than 
4 could be dangerous to the infant if it is delivered 
vaginally. 

On this basis it is felt that patients graded 0 to 
4 may be delivered vaginally; those graded 5 to 8 


pelloid shape should be graded 0. 
Estimated Fetal Weight: Infants be- 
low 2,500 Gm. (5.5 Ib.) (prematures ) 
are graded 0; those weighing between 
2.500 and 3,100 Gm. (5.5 and 7 Ib.) 
are graded 1; between 3,100 and 3,600 
Gm. (7 and § lb.), 2; and over 3,600 J 
Gm. (8 lIb.), 3. 
Each patient is then graded from 0 A 


GRADE 2 
FAVORABLE 
COMBINATION 


GOOD PELVIC SiZ 


GRADE 4 
GRADE 5 
FAVORABLE UNFAVORABLE 
COMBINATION 


COMBINATION 
BORDERLINE CONTRACTED, INLET 
GYNECOID to ANTHROPOID SHAPE 
LARGE BABY 


OC-10.5 


C E.F.W.- 4000 gm. 
up to a possible 8. The 53 patients with vel 
contracted pelves described above GRADE 6 ensee 1 GRADE 6 
were graded, and the results can be UNFAVORABLE UNFAVORABLE UNFAVORABLE 
COMBINATION COMBINATION 


seen in table 3. In the vaginal group, 
five patients were graded 5 and 6. One 
baby died, and the mothers of three 
of the remainder were multigravidas. 
They probably should have been de- 
livered abdominally. In the primary 
cesarean section group, seven patients 


BORDERLINE PELV 
ANDROID SHAPE 
AVERAGE SIZE BABY 


D gm. E 


BO of ALINE CONTRACTION 


PLATYPELLOID SHAPE 


CONTRACTED PELVIS 


E.F.W. — 3200 gm. 


F E.F.W.— 2800 gm. 


were graded 3 and 4. They had the 
following complications: one had a 
previous myomectomy, one had a tu- 
berculous hip, and four had acute 
toxemia. These added problems en- 
tered into the decision for abdomin®] 
delivery. 

Two hundred forty-seven patients 
with breech presentations had x-ray pelvimetry. Table 
4 shows how these were graded. The indications for 
the primary sections were as follows: grade 0, hemor- 
rhage in one patient; grade 1, erythroblastosis and dia- 
betes in one patient each; grade 2, toxemia in one pa- 
tient; grade 3, uterine inertia in one patient and 


TABLE 4.—Grading of Breeches in 247 Women Undergoing 
X-ray Pelvimetry 


No. of Women in Grade 


0 1 ? 3 4 6 

Vaginal delivery ..... - 48 63 57 21 9 3 0 209 
Primary section ...... 1 2 1 Dd ) 4 2 1 6 
Previous section ..... 1 0 1 4 2 2 2 0 12 
10 65 66 22 20 7 1 247 


nonpelvic indications in four; grade 4, uterine inertia 
in one patient, toxemia in three, and nonpelvic indica- 
tions in one; grade 5, nonpelvic indications in three 


Examples of favorable and unfavorable combinations in breech presentation. 
OC = obstetric conjugate, Tr.=transverse diameter of inlet, Is=interspinous diameter, 
and APO=anterposterior diameter. A, pelvic size and shape grade 0 and estimated 
fetal weight (EFW) 1 to 3, depending on weight; total 1-3. B, pelvic size 3, pelvic 
shape 0, and EFW 1; total 4. C, pelvic size 2, pelvic shape 0, EFW 3; total 5. D, 
pelvic size 2, pelvic shape 2, EF W 2; total 6. E, pelvic size 3, pelvic shape 2, EFW 
2; total 7. F, pelvic size 3, pelvic shape 2, EF W 1; total 6. 


should be delivered abdominally. There are two ex- 
ceptions in the patients graded 4: (1) if the obstet- 
ric conjugate is less than 10 cm. and (2) if the esti- 
mated fetal weight is over 4,000 Gm. (9 Ib.). The 
statistical data above do not prove that this system 
of grading is valid. However, they may be suitable 
for practical use. 

There are two other major considerations that can- 
not be weighted satisfactorally. One is the behavior 
of the sacrum. If the sacrum has a good hollow and 
inclines posteriorly, one can expect little difficulty with 
the head. If the sacrum is straight and inclines for- 
ward, shortening the anteroposterior diameter of the 
outlet, then one can expect difficulty with extraction. 
The second consideration is uterine inertia. When 
there is a combination of a suspect pelvis and inertia, 
regardless of the presentation, cesarean section is the 
better part of valor. 


| 
ROUNDISH PELVIS 
VERAGE SIZE BABY 
LESS 
APQ-11.0, P.O.-11. 
= Ss = V 
195 
AVERAGE SIZE BABY “se 
00-10.5 Tr-.$ O0.-9.6 Tr-18.0 00-10.2 Tr-11.0 
9.2 A 1$.- 9.2 
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Examples of Grading.—The following examples may 
be considered to show some of the favorable combina- 
tions (see figure). 

1. A pelvis of good size, with a roundish shape of 
either a gynecoid or slightly anthropoid type, and an 
average-size baby. One may not expect difficulty when 
these three factors are present in this form. This pa- 
tient would have a grading of 1 to 3 depending on the 
infant’s size (see figure, A). 

2. A pelvis with a contracted inlet (Mengert’s area 
below 85%) with a gynecoid or anthropoid shape and 
an estimated fetal weight of 3,000 Gm. Such a pelvis 
may have an obstetric conjugate of 10.5 cm., a trans- 
verse diameter of the inlet of 11 cm., an interspinous 
diameter of 9.2 cm., and an anteroposterior diameter 
of the outlet of 12 cm. This patient would be graded 
4 (see figure, B). 

The following combinations may be considered un- 
favorable: 

1. A borderline pelvis of any shape and a large 
infant. For example, an estimated fetal weight of 4,000 
Gm. and a pelvis in which the inlet has an obstetric 
conjugate of 10.5 cm., a transverse diameter of the 
inlet of 11.5 cm., an interspinous diameter of 10 cm., 
and an anteroposterior diameter of the outlet of 11.5 
cm. would be graded 5 (see figure, C). Certainly a 
4,000-Gm. infant would run the risk of major trauma 
with vaginal delivery. 
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2. A borderline -pelvis of android shape, with an 
average-sized infant. For example, an obstetric con- 
jugate of 10.5 cm., a transverse of the inlet of 11.5 cm. 
with a typical wedge-shaped pelvis with sharp spines 
in which the interspinous diameter is 9.2 cm., an 
anteroposterior diameter of 11 cm., and an estimated 
fetal weight of 3,200 to 3,500 Gm. would be graded 6 
(see figure, D). 

3. bordeline contraction with a_ platypelloid 
shape of the pelvic inlet and an average-sized infant. 
For example, an obstetric conjugate of 9.6 cm., trans- 
verse diameter of the inlet of 12 cm., interspinous 
diameter of 11 cm., and an anteroposterior diameter of 
the outlet of 10 cm. with an estimated fetal weight of 
3,200 Gm. would be graded 7 (see figure, E). 

4. A contracted pelvis with an android shape and an 
average to small infant. For example, an obstetric 
conjugate of 10.2 cm., transverse diameter of the inlet 
of 11 cm., an interspinous diameter of 9.2 cm., and an 
anteroposterior diameter of the outlet of 10 cm. with 
an estimated fetal weight of 2,800 Gm. would be 
graded 6 (see figure, F ). 

Summary 

Three variables affect the decision for the method 
of delivery when the presentation is a breech. They 
are pelvic size, pelvic shape, and estimated fetal 
weight. These variables have been weighted, allowing 
each patient to be graded for decision for vaginal or 
abdominal delivery. 


TREATMENT OF OBESITY WITH PHENMETRAZINE HYDROCHLORIDE, 
A NEW ANOREXIANT 


Charles Ressler, M.D., New York 


Phenmetrazine hydrochloride is a new anorexiant. 
It is an oxazine derivative with sympathomimetic 
properties, and its reported action is suppression of 
appetite, with minimal cardiovascular and central 
nervous system stimulation. In animal experiments ' 
the lethal dose was about five times that of ampheta- 
mine, while the stimulative effect was about one- 
sixth. Clinical use was originated in Germany, where 
Berneike * gave 50 patients a 25-mg. tablet twice daily 
for 10 weeks and found that all patients lost weight 
at an average rate of 1.9 Ib. (0.9 kg.) per week. In the 
United States, Gelvin, McGavack, and Kenigsberg ° 
reported on a study with a double-blind placebo con- 


From the Second (Cornell) Medical Division, Endocrine 
Clinic of Bellevue Hospital. 


By means of a double-blind procedure, 30 
obese patients were tested to measure the 
effectiveness of a new anorexiant. The total 
weight lost and the average weight lost weekly 
by each patient were five times as great for 
those on therapy with the active drug as com- 
pared to those on therapy with a placebo. No 
special stress was placed on diet, although the 
elements of a well-balanced, 1,100-calorie regi- 
men were explained. There were no unusual side- 
reactions, subjective complaints, or changes in 
physical findings to indicate toxicity of the drug. 
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trol in which phenmetrazine produced an average 
weekly loss of 0.9 Ib. (0.4 kg.) in the 45 patients. No 
significant toxic results were encountered. 


Method 


We were supplied with two identical tablets labeled 
tablet A and tablet B. One was phenmetrazine, 25 mg., 
and the other a placebo, but the governing code was 
known only to the manufacturer. As obese patients 
were referred to the endocrine clinic for weight re- 
duction, we alternately placed one on a regimen of 
tablet A three times a day one-half hour before meals 
and the next on a regimen of tablet B three times a 
day one-half hour before meals, until 36 patients were 
included. This was done in routine manner, with no 
attempt at selection of cases. Regular histories were 
taken and physical examinations performed on each 
patient, with laboratory studies including urinalysis, 
complete blood cell count, serology, and in most cases 
determinations of blood cholesterol level and basal 
metabolic rate. 

During the first interview the elements of a bal- 
anced 1,100-calorie regimen were explained orally, 
and from then on no special stress was placed on diet. 
Patients were seen at two-week intervals and careful 
records made of weight, pulse, blood pressure, and 
subjective complaints, while evidence of toxic effects 
was sought by general examination and reappraisal 
of urine, blood cell count, and basal metabolism. After 
each patient had been receiving one medicament or 
the other for about three months, the study was con- 
cluded, with 30 patients remaining—14 taking tablet 
A and 16 taking tablet B. We were then informed that 
A was phenmetrazine, 25 mg., and B the placebo. 


Results 


It was at once apparent that with phenmetrazine 
every patient lost weight. This was accomplished 
smoothly and consistently at an average weekly rate 
of 1.34 lb. (0.6 kg.) for the group. The average weight 
loss for all patients receiving phenmetrazine was 
15.25 lb. (7 kg.). With the placebo, some patients lost 
and others gained, so that an average weight loss of 
0.24 Ib. (0.1 kg.) per week was obtained. The average 
weight loss for all patients receiving the placebo was 
3.02 Ib. (1.4 kg.) for the duration of the study; this 
provided a direct contrast to results with the active 
drug. Summaries of representative cases follow. 

Case 3.-A 42-year-old male was given phenmetrazine. He 


had a 25-year history of grand mal seizures and marked obesity. 
His seizures were kept under contro] with use of diphenylhydan- 


Taste 1.—Record of Weight, Pulse, and Blood Pressure for 
Patient in Case 3 over Period of Fifteen Weeks 


Weicht, Pulse, Blood Pressure, 
Lh. B Mi 


Date eats/ Min. Mim. H 
B/ 289 76 130/80 
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toin (Dilantin) and phenobarbital. He had been unsuccessful 
in many previous attempts to reduce. Physical examination 
revealed an obese male 67 in. (170 cm.) tall and weighing 
289 Ib. (131 kg.). Blood pressure was 130/80 mm, Hg; pulse 
rate was 76; urinalysis and complete blood cell count were 
normal; fasting blood sugar level was 140 mg. per 100 cc.; 
basal metabolic rate was +4%; uptake of radioactive iodine 
(I'*!) was 39%; and an electrocardiogram showed occasional 
ventricular premature contraction. The patient made no com- 
plaints but between March 21 and April 4 administration of 
phenmetrazine was interrupted because irregularity of the pulse 
was noted and an electrocardiogram revealed the presence of 
ventricular premature contractions. 


Case 21.—A 55-year-old housewife was given placebo. She 
had attended the clinic for many years and had a 12-year 
history of obesity, hypertension, and osteoarthritis, She was 
referred to endocrine clinic for weight reduction, Physical 
examination revealed an obese female 62 in. (157 cm.) tall 
and weighing 206.5 lb. (94 kg.). Blood pressure was 180/110 


TaBLeE 2.—Record of Weight, Pulse, and Blood Pressure for 
Patient in Case 21 over Period of Sixteen Weeks 


Weight, Pulse, Blood Pressure, 

Date Lb Beats/ Min. Mm. Hg 
206.25 96 210/140 


mm. Hg; pulse rate was 90; urinalysis and complete blood cell 
count were normal; blood cholesterol level was 160 mg. per 
100 cc.; I'*' uptake was 25% and x-ray showed osteoarthritis 
of the spine and shoulders. With placebo there was no change 
in the complaint picture. The patient had suffered from in- 
somnia for many years, and “reducing tablets” effected no 
change. 


Case 14 —A 33-year-old married female was given phen- 
metrazine. She had a history of bronchial asthma and obesity, 
was seen in surgery for furunculosis of the abdominal wall, and 
was referred to us for weight reduction. Physical examination 
revealed an obese female 66 in. (168 cm.) tall and weighing 
197.25 lb. (90 kg.). Blood pressure was 118/90 mm. Hg; 
pulse rate was 76; urinalysis and complete blood cell count 
were normal; basal metabolic rate was —10%; I'*’ uptake was 


Taste 3.—Record of Weight, Pulse, and Blood Pressure for 
Patient in Case 14 over Period of Sixteen Weeks 


Weight, Pulse, Blood Pressure, 
Date Lb. Beats / Min. Mm. Hg 
197.25 76 118/90 
184.75 
178 


49%; blood cholesterol level was 170 mg. per 100 cc.; and an 
electrocardiogram was normal, There were also noted expiratory 
changes in the chest; moderately enlarged, palpable, nodular 
thyroid; and healing furunculosis of the anterior part of the 
abdomen. The patient sustained two exacerbations of bronchial 
asthma but made no specific complaints while receiving the 
drug. : 


Case 15.—A 58-year-old woman was given placebo. She had 
been attending the endocrine clinic for eight years, with a 
diagnosis of obesity and menopause syndrome. She still com- 
plains of hot flushes and dizzy spells, but is subject to many 
domestic difficulties leading to worry, anxiety, and insomnia. 
The patient says that she must eat when she is nervous. Physi- 
cal examination revealed an obese female weighing 180.25 Ib. 
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(82 kg.). Blood pressure was 150/90 mm. Hg and pulse rate 
was 84. There pes no change in the pattern of comnl-ints 
during treatment and no change in insomnia. 


TaBLE 4.—Record of Weight, Pulse, and Blood Pressure for 
Patient in Case 15 over Period of Fourteen Weeks 


Weight, Pulse, Blood Pressure, 
Date Lb. Beats/ Min. m. He 
Comment 


The four cases cited illustrate the marked difference 
in response between phenmetrazine and the placebo. 
The patient in case 3, who was receiving tablet A, was 
taken off therapy with the drug for a few days because 
of ventricular premature contractions, but this was 


Tarnce 5.—Summary of Clinical Study in Treatment of Obesity 


Blood No. of Orig- Total No. of 
Pres- Pulse, Wk. inal Final No. of Lb. 

Case Age, sure, Beats/ Treat- Wt., Wt., Lb. Lost’ Side- 
No. Yr. Sex Mm. Hg Min. Lb. Lb. Lost Wk. effects 
Phenmetrazine 
1 62 F 165/95 72 16 195 185.25 9.75 0.61 None 
2 50 M~ 200/110 82 5 351 309.5 415 8.30 None 
3 42 M 130/80 76 15 289 256.75 32.25 1.97 Irreg. 

pulse: 
4 45 F 100/70 76 14 197 185.75 11.25 0.80 — 
nia 
5 56 F 160/110 S4 16 238.75 227.25 11.5 0.72. None 
6 48 F 170/110 80 16 189.5 176 13.5 0. None 
7 F 175/95 64 4 179.25 170.25 2.95 Nerv 
ous 
ness 
x 58 F 160/90 64 3 185.75 177.5 RO 2.83 Dry 
mouth 
i) 65 F 190/80 60 16 909.25 196 13.75 OR88 None 
10 42 F 150/100 =&) 15 180 168.75 11.2 0.75 None 
11 55 F 130/85 72 4 153 148.25 3.5 O88  Dizzi- 
ness 
12 #449 F 150/90 70 6 318 304 14 233 None 
13 nO F 165/100 72 13 209.5 202.25 7.25 0.56 None 
14 33 F 118/90 76 16 197.25 168 2925 1.83 None 
Placebo 
— 
15 58 F 150/90 19 180.25 182.5 +2* +0.29* 
nia 
16 52 F 150/70 72 17 143.75 141 275 O16 None 
17 36 F 120/80 72 12 175.25 169.25 6 050 None 
18 58 F 180/100 68 11 187.25 185.5 3 0.27 None 
19 37 F 120/90 72 4 936.75 236 75 019 None 
20 48 F 125/90 64 16 188.75 181.25 7.5 OAT None 
21 F 180/110 90 16 206.5 203.25 825 020 None 
22 65 F 180/114 2 17 189.5 174 15.5 0.9 None 
23 43 F 160/120-1100 15 177 186 +9* +0.60" None 
24 47 F 120/80 14 161 159 2 O14 Indi- 
gestion 
2: 37 F 120/70 72 15 =181.75 174.75 7 047 None 
26 39 M 175/110 96 13 257.25 265 +-7.75*+0.60% None 
27 MO F 120/90 R8 9 161.75 159.75 2 0.22 None 
28 49 F 170/95 80 x 218 211.5 6.5 0.81 None 
29 40 F 110/80 64 4 189.75 185 4.75 119 None 
30 65 F 140/70 72 16 197.75 189.75 8 050 None 


* Patient gained weight. 


presumably not due to toxicity, because use of phen- 
metrazine was resumed without untoward incident. 

The other three cases were selected for review be- 
cause each patient presented a multitude of somatic 
complaints before, during, and after completion of the 
study; but the complaint patterns were completely 
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unaffected by the medication. The patient receiving 
phenmetrazine, however, lost a good deal of weight, 
while the controls did not. A statistical summary of 
the study is given in table 5. 

It is interesting to note that over one-half of the 
obese patients had diastolic hypertension. Neverthe- 
less, there seemed to be no adverse effect from the 
drug. Each patient was examined and questioned care- 
fully on revisits at two-week intervals. Blood pressures 
and pulse rates did not vary, and surprisingly few 
subjective side-effects were elicited. One patient re- 
ceiving tablet A felt that her previous degree of in- 
somnia became more severe, but a similar complaint 
was made by a patient taking tablet B. Nervousness, 
dry mouth, and dizziness, all of mild degree, were 
reported with tablet A, while one patient receiving 
tablet B developed indigestion. 

Not included in this study, since there were no 
controls, were 20 patients treated with phenmetrazine 
in private practice. In almost every instance a marked 
anorexiant effect was noted, and side-effects were 
minimal. Only one patient felt a nonspecific sense of 


TABLE 6.—Analysis of Findings in Two Groups of Patients 
Treated for Obesity 


Tablet A Tablet B 

(Phenmetrazine) (Placebo) 
rr 2 male; 12 female 1 male; 15 female 
Total no. of wk. of dieting.......... 159 206 
Av. no. of wk. of dieting............. 11.4 12.6 
Total weight loss, Ib.................. 216.25 50.25 
BY. WERE 15.25 3.02 
Av. weight loss per wk.,* !b........... 1.34 0.24 
(Standard error Of (0.343) (0.113) 
Incidence of side-effects............... 4 2 


* Average weekly weight loss for the phenmetrazine group was statisti- 
eally significant at the 1% level. For placebo group, it was of borderline 
significance at the 5% level. The difference was also statistically significant 
at the 1% level 


nervousness and discontinued use of the drug. Occa- 
sionally a complaint of dryness of the mouth and also 
a story of headache during the first day or two of 
therapy were encountered. 

An analysis of the results of the clinical study is 
given in table 6. The total amount of weight lost by 
each patient and the average weekly weight loss were 
five times as great with phenmetrazine as with the 
placebo. Illustrating the effectiveness of phenmetra- 
zine as an anorexiant, the average weight loss was 
1.34 lb. per week, as compared with 0.24 Ib. with 
the placebo. 

Summary 


Clinical investigation of a new anorexiant, phen- 
metrazine hydrochloride, was conducted in our en- 
docrine clinic by means of a double-blind procedure. 
Thirty obese patients were treated with either tablet 
A or tablet B, with no special stress placed on diet. 
After three months the study was concluded and we 
were told that tablet A was phenmetrazine, 25 mg., 
and tablet B a placebo. 
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Patients who received phenmetrazine lost an av- 
erage of 15.25 lb. (7 kg.) each, at a rate of 1.34 lb. 
(0.6 kg.) per week. Patients who received the placebo 
lost an average of 3.02 Ib. (1.4 kg.) each, at a rate of 
().24 Ib. (0.1 kg.) per week. Incidence of side-reactions 
and subjective complaints was negligible, and exami- 
nation, including pulse, blood pressure, blood cell 
count, and urinalysis, showed no signs of toxicity. 
Phenmetrazine hydrochloride was found to be an 
effective and seemingly harmless anorexiant for rou- 
tine therapy in obese patients. 


625 Park Ave. (21). 
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The phenmetrazine used in this study was supplied as Pre- 
ludin by Geigy Pharmaceuticals, Division of Geigy Chemical 
Corporation, Yonkers, N. Y. 
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OBSTETRICIANS ROLE IN POSTPARTUM MENTAL ILLNESS 


Mary A. White, Ph.D., Curtis T. Prout, M.D., Carl Fixsen, B.A. 


and 


Marvin Foundeur, M.A., White Plains, N.Y. 


The results to be presented here derive from a recent 
study ' of 100 consecutive patients with postpartum 
mental illness, admitted to the New York Hospital- 
Westchester Division between 1944 and 1952. Our 
purpose was an exploratory one, to discover what we 
could about the present nature of this reaction by 
comparing these patients with a control group con- 
sisting of 100 female patients admitted to this same 
hospital, matched for age and year of admission, but 
whose mental illness was not associated with child- 
birth. In presenting our data, we will compare them 
with a survey of this subject as given in current ob- 
stetrics textbooks * so as to provide the practicing ob- 
stetrician and future students with a summary of the 
present knowledge of this reaction and in the hope that 
future textbooks may correct certain impressions that 
seem to us to be out of date, inaccurate, or confusing. 

The term “postpartum mental illness” was broadly 
conceived in our study to mean any mental illness in 
which childbirth was thought to be a major precipitat- 
ing factor. “Postpartum” actually includes antepartum 
reactions, and the term is used solely because it is the 
common one. 

A word, first, about the research to date regarding 
this reaction. There have been a number of studies 
(see references cited in our earlier article’), usually 
clinical reviews of cases, which have often reflected 
the special nature of the sample studied. Few investi- 


From the New York Hospital—-Westchester Division. 

Read before the Section on Obstetrics and Gynecology at the 
106th Annual Meeting of the American Medical Association, 
New York, June 5, 1957. 


One hundred patients with postpartum men- 
tal illness were compared with a group of 100 
female patients, matched for age and year of 
admission, who had been admitted to the same 
institution for mental illness not associated with 
childbirth. No significant difference in sympto- 
matology was found. Postpartum mental illnesses 
are not a psychiatric entity; the term should be 
understood to refer simply to the usual psy- 
chiatric disorders but in the setting of childbirth. 
Current beliefs regarding etiology were found 
to need correction. The illness was not especially 
associated with first pregnancies; almost half of 
the patients had experienced childbirth before 
without recognizable mental illness. Among the 
most frequent precipitating factors were un- 
stable marriages, long-standing maladjustment 
of the patient herself, immaturity of the patient, 
unstable family history of the patient, and the 
creation of new financial and other strains by 
the birth of the baby. The same factors were 
found important in determining the prognosis. 
The obstetrician’s role includes early recognition 
of symptoms, use of nursing precautions to pre- 
vent suicidal and homicidal attempts, and use 
of a prognostic guide described by the authors. 
Textbooks of obstetrics need revision in the light 
of new facts about postpartum mental illness. 
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gators ° have employed any type of control group for 
evaluating the significance or results. Many of the 
points of disagreement found in both the reported re- 
search and in the textbooks may be due to generaliza- 
tions from small and possibly biased samples. An 
example of this is Zilboorg’s paper,* which stressed 
certain analytic interpretations and which has _ in- 
fluenced the presentations in some textbooks. The 
careful reader finds it difficult to determine the exact 
nature of the populations studied or how these cases 
were selected, so any generalizations based upon so 
few patients, especially if they were all schizophrenic, 
would he avestionable. 


Definition 


The obstetrics textbooks use confusing terminology 
in referring to mental illness associated with child- 
bearing, such as puerperal insanity; gestational psy- 
chosis; confusional insanity; insanity of pregnancy, of 
labor, of puerperium, and of lactation; psychosis in 
pregnancy; toxic and infectious exhaustive psychosis; 
and postpartum psychosis. 

One of the major reasons for confusing terminology 
has been the changing theories of causality. In the 
past, many of the postpartum mental illnesses were 
probably related to toxic, infectious, and exhaustive 
factors inherent in the medical problems of those 
times. With improved medical care, such conditions 
are increasingly rare. There has also been a trend away 
from organic diagnoses as psychiatry has come to 
recognize functional elements, Most recent authors 
agree that toxic, infectious, and exhaustive factors play 
a smaller and smaller role in the postpartum reactions. 
In an earlier study” at this same hospital of patients 
admitted between 1911 and 1923, 11 of the 72 patients 
studied had diagnoses of delirium. In our present 
study, none of the 100 patients had an organic diag- 
nosis, which reflects the decreasing role of organic 
reactions. 

We recommend dropping terms such as puerperal 
insanity, confusional insanity, and toxic psychosis from 
future textbooks and limiting ourselves to the term 
“postpartum mental illness,” since it is the current psy- 
chiatric term, or else to “gestational mental illness.” 
Either term is free of organic implications, of the un- 
desirable term “insanity,” and of the implication that 
only a psychosis can occur, 


Incidence 


Depending upon the text one reads, the incidence 
of postpartum mental illness ranges from one in 400 
to one in 1,000 pregnancies. The incidence of mental 
illness in all pregnancies is probably impossible to 
compute accurately, because there is no one reliable 
observer present throughout the entire period of pos- 
sible onset. Hospital statistics and incidences reported 
by obstetricians are probably low, since many of 
these illnesses occur after the last obstetric contact, 
assuming that to be usually six weeks after delivery. 
In our present study 89 patients had no recognizable 
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symptoms until after delivery. Of these 89, 55 showed 
symptoms within six weeks, but 34 showed symptoms 
well after six weeks of delivery. Let us assume that 
the 55 would be known to their obstetricians; this 
leaves 34 of the 100 patients studied who developed 
symptoms well after the last regular contact with 
their obstetrician. This means that as many as one- 
third of all such cases may be overlooked by obstetric 
sources, suggesting that any estimated incidence would 
need to be corrected to approximately one in 300 up 
to one in 750. Even this estimate may miss patients 
who do not receive psychiatric attention, who are not 
hospitalized, and who are in no way known to persons 
who compile such estimates. We recommend that any 
figures of incidence given in a text or lecture be treat- 
ed as the vaguest of estimates until such time as re- 
porting is more reliable. 

As for the number of women with postpartum men- 
tal illness compared to all female patients admitted 
to a psychiatric hospitai, there is a similar confusion. 
Rates cited in the textbooks reviewed were 2%, 5%, 
and 10% of all females admitted because of mental 
disease, Figures will differ depending on how one de- 
fines the postpartum illness. In our recent study, our 
definition was as broad as was reasonably possible, so 
the 5.3% obtained for women with this illness com- 
pared to all females admitted to this hospital during 
the same time interval could be considered the upper 
limit for such percentages. 

The whole question of incidence needs to be clari- 
fied. Let us assume that the age span in women for a 
functional mental illness requiring hospitalization is 
roughly from 16 to 60 years, which is a span of 44 
possible years. Let us further assume that the average 
number of children born per mother was roughly 3.7 
children in 1950 for the population as a whole. We will 
allow 9 months of pregnancy and six weeks post 
partum for each child, which means that each woman 
spent, in those 44 years, about 39 months directly in- 
volved in the act of childbearing. What are the chances 
for any mental illness occurring during these child- 
bearing months? If we divide 44 years into 39 months, 
we get about 7%, which would be the incidence 
simply by chance alone, with no causal relationship 
implied. It seems to us that 7% is a generous estimate 
of the expected incidence among females admitted for 
psychiatric reasons, Again, we caution future authors 
from placing reliance upon any such figures because 
of problems in definition and because of the varying 
admission policies of psychiatric installations. With 
the current trend toward increased outpatient psychi- 
atric care and the use of tranquilizing drugs, these fig- 
ures may change. 

Etiology 


According to the textbooks, the etiology of these 
illnesses includes faulty elimination, insomnia, toxemia, 
illegitimate pregnancy, poor heredity, unstable pre- 
morbid personality, frigidity, homosexuality, sepsis, 
fear of responsibility of motherhood, a first pregnancy, 
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unknown organic factors, masturbation, financial wor- 
ries, a male child, disappointment in the sex of the 
child, and previous mental illness. 

Our present knowledge of the etiology of the post- 
partum mental illnesses is similar to our knowledge 
of most other mental illnesses. There are four general 
types of explanations: organic factors, heredity, per- 
sonality predisposition, and environmental influences. 
It seems reasonably well accepted now that organic 
factors derived from childbirth itself have a relatively 
minor influence.° 

We can report no specific cause for the postpartum 
mental illnesses that emerged from our study of 100 
such patients. There would seem to be as many differ- 
ent constellations of contributing factors as there are 
patients studied, But approximately 30% of these post- 
partum patients had had a previous attack of mental 
illness. This is almost exactly the same percentage 
found in the control group. In other words, the post- 
partum patient is like any other female patient of the 
same age admitted to this hospital in respect to pre- 
vious mental instability. Approximately the same per- 
centage, 20% to 30%, of both groups had also had a 
previous admission to a mental hospital. Tetlow’s re- 
cent findings *” are in agreement on this point. 

As for the sex of the child, cur study did not dem- 
onstrate this as a factor. Only 11 of our 100 patients 
reported disappointment in the sex of the child. Since 
48 of the infants born were male, 51 were female, and 
one was stillborn (sex not given), there would seem 
to be no encouragement for believing that the sex of 
the child is an etiological factor. 

Some authors have felt this illness is primarily asso- 
ciated with first pregnancies. It seems to us that this 
is partially a result of a statistical misunderstanding. 
Obviously there are more first-born persons in the 
population than of any other sibling rank. One should 
expect the incidence of all these illnesses to decrease 
with the birth rank of all children, since the actual 
number of such pregnancies must also decrease with 
the rank of the child born. In our study, 57 patients 
reacted to their first-born, 26 to their second, 13 to their 
third, and 4 to their fourth child. It is difficult to ob- 
tain figures for a comparable normal population in 
order to test the significance of this frequency, al- 
though Vislie ““ made such a comparison and con- 
cluded that women going through their first pregnan- 
cies were more susceptible. What was significant, 
perhaps, in our study was that almost one-half of the 
patients reacted to a later child rather than to their 
first child. Almost half had experienced childbirth at 
least once without a recognizable mental illness. It 
would not be wise to infer that this illness does not 
occur after one stable pregnancy, but it is possible that 
the illness occurs more often in first pregnancies. The 
obstetrician might remember that almost one-half of 
these illnesses which he will see will occur in multi- 
paras. 
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As for physical complications which might have 
caused undue stress, a review of these 100 histories 
failed to reveal unusually difficult pregnancies or de- 
liveries, as reported by the attending obstetrician or 
by the patient’s family. Tetlow’s controlled study *” of 
67 patients also showed no significant frequency of 
physical complications. 

In the psychiatric literature, reference has been 
made to the frequency of this illness among patients 
of Jewish background. This seems to be another 
statistical mishap. One must compare these patients 
to a matched control group from the same hospital, 
since the population of a hospital may reflect ethnic 
patterns of its area. When we made such a comparison, 
no significant incidence was found for any one reli- 
gious group. Abnormal sexual behavior, such as fri- 
gidity, homosexuality, or masturbation, was not 
outstanding in our group nor in Anderson’s.** 

The precipitating factors which impressed us in our 
group of patients were these, in order of frequency: 
(1) unstable marriage; (2) long-standing maladjust- 
ment of the patient herself; (3) immaturity of the 
patient; (4) unstable family history of the patient; 
(5) birth of the baby creating considerable extra re- 
sponsibility upon the patient, particularly financial; 
(6) baby not wanted by wife or her husband; (7) 
physical illness of mother or the baby, including ex- 
treme fatigue in caring for a sick baby; (8) unfavor- 
able situation at home after delivery, such as poor liv- 
ing conditions, in-law friction, death of a relative, or 
husband losing his job; and (9) traumatic situations, 
such as the suicide of a relative or witnessing a tragic 
death. There were additional factors that were hard 
to classify, such as a fearful reaction to childbirth 
based on ignorance, or low mentality. 

It seems to us as well as to others’ that what pre- 
cipitates such an illness can be a combination of many 
things, rather than one simple factor. There is the pa- 
tient’s basic stability, the stability of the marriage it- 
self, the setting into which the baby is born, plus a 
combination of circumstances to which the patient 
might have been especially vulnerable. The arrival! of 
a child into such circumstances can set off complicated 
reactions in the total life situation which are due not 
to the symbolism of childbirth as much as to a diffi- 
cult life situation faced by a somewhat unstable per- 
son. 

We have, it will be noted, referred to “precipitating 
factors” rather than to etiological factors. This is due to 
our reluctance to posit causal factors without the as- 
surance that we are correct. The cause or origin of a 
disease is something we need to have correct, particu- 
larly when we are educating future physicians. 


Onset 


Some texts say symptoms often occur in the first 
trimester, still others say not until after delivery. Some 
say that depressions begin during pregnancy, whereas 
schizophrenic reactions appear during pregnancy and 
labor; the onset may be slow or sudden. If the onset 
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follows delivery, some say this happens in the 10th 
to 14th day, some say the Ist to 14th day, and some 
say up to the end of the second year. 

The data from our study support few of these state- 
ments. Only 11 of our 100 patients showed recog- 
nizable symptoms during pregnancy, these occurring 
on the average between the fourth and fifth months, 
but an average is of little value with so small a number. 
The remaining 89 showed symptoms after delivery, 
which suggests that this is when the bulk of reactions 
are to be expected.* Of these 89 reactions, 55 had their 
onset within six weeks of delivery, with a mean onset 
of two and one half weeks. (Only 21 of these patients 
showed symptoms within the first week, when pre- 
sumably they were still in a general hospital. This 
means that only about 20% of these reactions would 
be seen today while a patient was in the hospital or 
on an obstetrics service.) As was stated earlier, the 
balance, 34 patients, had their onset after six weeks, 
with an average of some four months after delivery. 
This average was not distorted by a few extreme cases. 
This suggests that one in three cases of postpartum 
disease, as defined here, had its onset well after the 
patient’s last regular obstetric contact. 

Two questions remain about onset: first, is there a 
typical time of onset for any one type of illness, and, 
second, is time of onset related to prognosis? Our data 
indicate that most of the psychoneurotic and manic- 
depressive disorders occur after delivery, about half 
of these within six weeks and half later. The schizo- 
phrenic patients, as a group, tended to have a more 
sudden onset after delivery, but the interval ranged 
up to 10 months. In our follow-up study, we found 
that the schizophrenic patients, as a group, did less 
well than either the psychoneurotics or manic-depres- 
sives, so we infer that a sudden onset after delivery 
is not related to a good prognosis. 


Symptoms 


The symptoms described in the textbooks cover 
almost everything, and even for someone familiar 
with mental disorders it would be most difficult to 
recognize an illness from such descriptions. The symp- 
toms are said to include insomnia, irritability, anxiety, 
depression, delusions, neurotic symptoms, excitement, 
hallucinations, hostility, homicidal threats. suicidal 
attempts, restlessness, mood swings, and suspicion. 
These might describe the symptoms of the population 
of any psychiatric hospital. 

It seems to us that the whole topic of symptoms is 
closely related to a discussion of diagnoses, unless 
one believes that the postpartum mental illnesses are 
a diagnostic entity in themselves. One of the major 
findings of our research has been that the postpartum 
mental illnesses are not a psychiatric entity; child- 
bearing is no different from any other situation to 
which people can react with mental disorders.” To 
every major change in life, such as adolescence, mar- 
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riage, childbirth, promotion, or aging, there are some 
people who react abnormally. To us, postpartum men- 
tal illness is merely a term to refer to the illness of 
those patients who develop the usual psychiatric dis- 
orders, but in the setting of childbirth. A cause-and- 
effect relationship between childbirth and mental 
illness is not implied,“ only a temporal relationship. 
The symptoms of these illnesses therefore should be 
discussed in connection with the types of disorders 
that occur. 
Types of Disorders 


One finds a multitude of types of disorders de- 
scribed in the textbooks, depending upon the author’s 
theoretical point of view and upon the adequacy of 
his review of previous research. There are those who 
stress depressions, confusional states, or schizophrenia. 
Some type the reaction according to its time of onset. 

This topic would be clarified greatly if the text- 
books referred to research in which the types of post- 
partum disorders have been found to be quite like 
those occurring in psychiatric patients of the same 
age and sex.'® In our study, we compared the diag- 
noses of the 100 postpartum patients with those of our 
control group. There were no significant statistical 
differences between these two groups in the frequency 
of psychoneurosis, schizophrenia, or manic-depressive 
illnesses, The significant point would be that the major 
mental disorders of this age group of women occur 
with the same distribution in the postpartum setting 
as they do in any other setting. 

If we accept this finding, then any description of 
types of illnesses and their symptoms should follow 
the descriptions of these disorders given in any up- 
to-date psychiatric textbook. The future obstetrician 
would be well advised to recognize the symptoms of 
the major functional disorders as they are currently 
taught in psychiatry. Psychiatric consultation might 
be a helpful step for the practicing obstetrician when- 
ever there is any question as to the nature or severity 
of the reaction. 

Considerable emphasis has been placed in the text- 
books upon suicidal and homicidal risks among these 
patients. Current research, including our own and 
Vislie’s,“” would support the idea that suicide is a 
sufficiently common risk to alert the obstetrician that 
close nursing observation and safety precautions for 
these patients are a wise move, at least until such time 
as the patient is under psychiatric treatment or suffi- 
ciently improved. 

The homicidal risk is another matter. Many post- 
partum patients express hostility toward their new- 
born infants, and often toward their husbands, but 
evidence is scanty regarding the frequency of in- 
fanticidal attempts. We cannot report a homicidal 
attempt in any of our 100 patients, nor did Anderson “* 
or Vislie.** It may be that, with earlier recognition 


. 
4 


142 POSTPARTUM MENTAL ILLNESS—WHITE ET AL. 


and treatment of these patients, the opportunity has 
been decreased. In planning nursing care, precautions 
against hostile acts should be observed. If a patient is 
so disturbed as to threaten homicide, it seems reason- 
able to expect that the physician will have already 
sought psychiatric consultation. 


Treatment 


The topic of weatment is usually cited briefly in 
the textbooks except for advice as to the use of electro- 
shock treatment and_ hospitalization as indicated. 
Usually psychiatric consultation is suggested. The 
subject of early detection might profit from amplifi- 
cation, but this depends in turn upon the author's 
familiarity with the psychiatric disorders and _ their 
symptoms, The obstetrician needs to be aware that 
postpartum mental illnesses can take the form of any 
functional mental illness and that therefore any symp- 
tom can have significance, from tension, depression, 
and insomnia to flagrant hallucinations. Reassurance 
by the obstetrician, as long as it is successful, is the 
treatment most often suggested in the textbooks. We 
would argue for increased emphasis upon early de- 
tection and careful observation. 

In discussing treatment, since the patients in our 
study were all hospitalized, we must limit ourselves 
to psychiatric hospital treatment. These 100 patients 
spent an average of seven months in this hospital. 
which was a significantly shorter hospitalization than 
for the controls. Some received electroshock treat- 
ment, but all received psychotherapy as well as pro- 
gram therapies. There was no unique plan of psychiat- 
ric treatment that differentiated them from other pa- 
tients. However, one-third of these postpartum 
patients left the hospital against advice, prior to the 
time the hospital staff felt that a good level of recov- 
ery had been reached, This was a significantly greater 
amount than in our controls. Those who left the hos- 
pital against advice stayed an average of 4.4 months. 
some 3 months less than the total postpartum 
group. This raises the question: Does leaving the hos- 
pital against advice, prior to the conclusion of treat- 
ment, affect the patient’s chance of recovery? In our 
study, it did. Those who left the hospital too soon had 
a significantly lower level of adustment upon follow- 
up than did those who left with the staffs approval. 
This may be due to the shorter hospitalization or 
possibly to the pressures within a family situation 
which caused the patient to leave as she did. 

To date, our knowledge of treatment for these 
mental disorders is like that for other mental dis- 
orders. No specific treatment is yet known. Psychi- 
atric hospital treatment includes psychotherapy. 
planned activities, and good nursing care. Electro- 
shock treatment follows the indications found in any 
other patient. (Tranquilizing drugs had not been in 
use at the time our patient group was studied. ) 


J.A.M.A., Sept. 14, 1957 
Prognosis 


In discussing prognosis, we will omit the organi- 
cally induced disorders, which we think to be infre- 
quent these days, and concern ourselves only with the 
functional disorders, The textbooks vary considerably 
regarding the prognosis for individual types of ill- 
ness, but most authors feel the over-all prognosis is 
good, a point with which we agree wholeheartedly. 

The follow-up study of our 100 patients was care- 
fully done, with detailed information obtained on 97 
of the 100 patients. The follow-up period following 
hospitalization ranged from one to nine years, aver- 
aging four years. The details of this study are pub- 
lished elsewhere,’ so only the final results will be given 
here. Seventy-two of these patients had achieved 
a reasonable level of adjustment some four years after 
hospitalization; of these, 57 were apparently recov- 
ered. The balance were making a marginal adjust- 
ment, were still in treatment, or were in a mental 
hospital. One could restate this to say that three out 
of four made a reasonably good recovery and three 
out of five were fully recovered. From what we 
know of similar hospitalized groups, this can be con- 
sidered a good recovery rate. 

The types of disorders varied in their prognosis. 
The manic-depressive and psychoneurotic groups did 
somewhat better than the schizophrenic group, which 
is consistent with our present knowledge of these 
illnesses. But one must be cautious of group averages 
because many individual schizophrenic patients did 
extremely well and also because diagnosis itself is too 
variable to put much faith in prognosis based upon it. 
Our data do not substantiate the opinion that the 
later the onset the worse the prognosis or the more 
excited and confused the patient the better the prog- 
nosis. 

Many workers in the mental health field look for 
reliable prognostic signs, and we were no exception. 
Our data indicate a quick rule of thumb for prognosis 
which seems to be reasonably accurate. When an ob- 
stetrician has a patient who is to be hospitalized for 
a postpartum mental illness, a good psychiatric history 
is his most reliable guide. We would ask him to review 
the psychiatric history for the following major points 
(stated briefly): (1) long-standing maladjustment of 
the patient, (2) family history of mental illness, (3) 
psychological immaturity of the patient, and (4) un- 
stable marriage. 

If the obstetrician finds none or only one of these 
four factors, then he can feel quite confident about 
the ultimate prognosis after psychiatric hospitaliza- 
tion. Of the 31 patients in our study who showed none 
or only one of these factors, 28 made an excellent 
recovery and the remaining 3 made a fair recovery. 
In other words, 9 out of 10 such patients who had 
none or one of these factors made an excellent recov- 
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ery. There was considerable variability in the recovery 
rates of patients with two or more factors, making 
prediction based upon the presence of two or more 
factors not reliable. The advantage of this prognostic 
rule of thumb is that it is based on data available at 
the time of onset, allowing the obstetrician to guide 
the patient’s family as to the future outlook when the 
patient's illness has just begun. 

As for future pregnancies, most authors are pessi- 
mistic because of the possibility of further mental 
illness. Some speak of therapeutic abortion for this 
reason. We do not share this degree of pessimism, 
and similar optimistic figures regarding both prognosis 
and future pregnancies have been found recently by 
Madden and others.'' There were 27 subsequent preg- 
nancies among 22 of our patients, and only 3 patients 
reacted with a recurrence of their mental illness. From 
this small sample, one might infer that the chances 
are that one in seven patients will experience mental 
illness associated with a subsequent pregnancy. Of 
course, there may have been some patients who avoid- 
ed pregnancy for mental health reasons, so such fig- 
ures are only the roughest of estimates. In the group 
studied in Norway,” several abortions were per- 
formed, but of those women bearing children, 12 of 
15 had no untoward mental reaction. The patients 
who aborted may have been poorer mental risks. It 
would seem however that the risk of recurrence is not 
so great as to preclude future pregnancies. 


Summary 


A study of 100 patients with postpartum mental ill- 
ness and their contro] group, and a review of the re- 
cent literature, would suggest to the obstetrician the 
following points of current information: 1. The post- 
partum or gestational mental illnesses are not a psy- 
chiatric entity in themselves but instead are the typi- 
cal functional mental illnesses found in women of 
this age. 2. The relation between childbirth itself and 
mental illness is not thought to be causal, nor is any 
one etiological factor demonstrated. 3. The birth of 
a child is thought to be a final precipitating factor in 
a somewhat unstable person facing a total life situa- 
tion to which she may be vulnerable. 4. Although 
first pregnancies may be frequently associated with 
postpartum mental illnesses, approximately one-half 
of all such patients seen by the obstetrician may be 
multiparas. 5. The onset is most likely to follow de- 
livery, with one-third showing symptoms some four 
months after delivery, well after their last regular ob- 
stetric contact. 6. The incidence of these reactions in 
all pregnancies is reestimated to be from one in 300 
to one in 750, whereas the incidence among all female 
psychiatric admissions is reestimated to be from 5 
to 7%. 7. The prognosis for these disorders, following 
hospitalization, is good. 
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The obstetrician’s role in these disorders might in- 
clude (1) early recognition of psychiatric symptoms, 
which will be those typically found in any of the 
major functional disorders; (2) after recognition, ini- 
tiation of careful nursing precautions against suicidal 
and homicidal attempts until psychiatric consultation 
is obtained; (3) an estimate of a patient’s recovery 
after hospitalization by use of a brief prognostic 
guide; (4) the recommendation to the patient and 
her family not to terminate hospitalization against the 
staff's advice, since this has been associated with a 
poorer prognosis; and (5) diminished pessimism that 
future pregnancies are associated with further mental 
illness. 


The authors of obstetrics textbooks should clarify 
the presentation of postpartum mental illnesses in fu- 
ture editions. 


121 Westchester Ave. (Dr. White). 
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IN PATIENTS 


J.A.M.A., Sept. 14, 1957 


PREANESTHETIC USE OF ATROPINE AND SCOPOLAMINE 


WITH GLAUCOMA 


Herman Schwartz, M.D., Andrew de Roetth Jr., M.D. 


and 


Emanuel M. Papper, M.D., New York 


Proper preanesthetic medication before general 
anesthesia includes the parenteral use of a belladonna 
drug such as atropine or scopolamine. These drugs di- 
minish salivation and tracheobronchial secretions dur- 
ing the induction and maintenance of general anesthe- 
sia. In patients with glaucoma, some confusion exists 
regarding the parenteral use of atropine and scopola- 
mine when an operation unrelated to the eye is neces- 
sary. Most of the data in the literature are concerned 
only with the ophthalmic effects of locally and orally 
administered belladonna drugs.’ It is necessary to 
know with certainty the effects of these drugs upon 
the eye when administered by injection to glauco- 
matous patients. It is unreasonable to continue to 
apply incomplete and inconclusive evidence * which 
has resulted in improper preparation of the patient 
with glaucoma for surgical treatment of other parts of 
the body. 

Therefore, a study was undertaken to determine 
the ocular effects of atropine and scopolamine, admin- 
istered intramuscularly (in doses of 0.4 to 1.0 mg.) to 
patients with acute and chronic glaucoma. The effects 
of these drugs on the intraocular pressure and pupil- 
lary size changes were measured and compared. 


Method 


Fourteen patients were studied, eight with chronic 
simple (open-angle) glaucoma and six with acute (an- 
gle-closure) glaucoma. The patients with acute glau- 
coma were in a state of remission, and five had been 
treated previously with unilateral iridectomy. Local 
miotic therapy was stopped, and no medication of any 
kind was permitted during the 48 hours prior to the 
study. Two drops of 0.5% tetracaine hydrochloride, 
which does not influence pupillary size, were instilled 
into each eye for corneal anesthesia. The intraocular 
pressures were measured with a Schigtz tonometer. 

Four patients with chronic simple glaucoma and 
three with acute glaucoma were given atropine sulfate 
(0.5 to 0.6 mg.), intramuscularly, and the same num- 
ber in each group were injected intramuscularly with 
scopolamine hydrobromide (0.4 to 1.0 mg.). The 
intraocular tensions were measured at 20-to-30-minute 
intervals for two hours. The average and the range of 
these measurements for each patient appear in tables 
1 and 2. 


From the departments of anesthesiology and ophthalmology, 
Columbia University, College of Physicians and Surgeons, and 
the Anesthesiology Service and the Institute of Ophthalmology, 
the Presbyterian Hospital. 


In patients with glaucoma some confusion 
exists regarding the parenteral use of atropine 
and scopolamine as preanesthetic medication 
for nonocular surgery. This study suggests that 
there is no danger in using the belladonna drugs 
intramuscularly for preoperative medication. A 
single dose of atropine sulfate (up to 0.6 mg.) 
and scopolamine hydrobromide (up to 0.6 mg.) 
may be used. Pilocarpine hydrochioride {7 to 
2%) or physostigmine salicylate (0.25% to 
1%) should be instilled into the conjunctival 
sac to produce miosis to counteract the potential 
mydriatic effect of the belladonna drugs and 
the anesthetic agents. 


In 10 subjects the diameter of the pupil was also 
measured with a millimeter ruler. In five of these 
subjects both eyes were studied. In the other five it 
was only possible to measure one eye, since the other 
eye had had an iridectomy. Therefore, a total of 15 
eyes were studied. 

Results 


Chronic Simple Glaucoma—Atropine (Table 1).— 
There were no changes or a fall in intraocular tension 
in seven eyes after the injection of atropine. Only in 
one eve (left eye, subject 3) was there a rise, and that 
was a maximum of 3 mm. Hg. Subject 1, during one 
measurement, exhibited a decline of 8.6 mm. Hg in the 
left eye. 

Chronic Simple Glaucoma—Scopolamine (Table 1).— 
There was no change in intraocular pressure in four 
eyes after scopolamine. In two eyes (left eye [O. S.], 
subject 5; right eye [O. D.], subject 6) there were 
small rises. These changes appeared to be of no im- 
portance to the welfare of the eyes. Subject 8 was not 
included in the compilation of the averages because 
the dose of 1 mg. of scopolamine is greater than that 
usually used for preanesthetic medication. This patient 
exhibited a significant fall in intraocular pressure, the 
pressure at one point falling 9.8 mm. Hg. This may 
have been the result of the sedative effect of a rela- 
tively large dose of scopolamine. 

Acute Glaucoma—Atropine or Scopolamine (Table 
2).—There were no significant differences in intraocular 
pressure in patients with acute glaucoma after the in- 
jection of atropine or scopolamine. There was a fall 
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in tension in 10 eyes and small rises in tension in 2 
(O. S., subject 10; O. D., subject 12). The falls in 
intraocular pressure were more frequent and on the 
average greater in the patients with acute glaucoma 
than in those with chronic simple glaucoma following 
the injection of therapeutic doses of the belladonna 
drugs. However, in neither group was there a single 
significant rise. Eleven of the 15 eyes in which 
pupillary sizes were measured exhibited slight myd- 
riatic changes ranging up to 1 mm. in diameter and 
averaging 0.5 mm. Four pupils did not change at all. 


TaBLe 1.—Changes in Intraocular Pressures Following Intra- 
muscular Injection of Atropine Sulfate and Scopolamine 
Hydrobromide in Subjects with Chronic 
Simple Glaucoma 
Tension, Mm. Hg 


Range During 
2-Hr. Period 
of Measurement 


Sub- Betore Av. for 
ject Dose, Drug 2 Hr. After Av. Change 
No. Mg. (P) Drug (A) (A-P*) 
Atropine 


cr 


OD OS OD OS OD OS OD OSs 


1 0.5 61.3 65.7 8.2 61.4 —2.1 —4.3 57.1-61.3 57.1-65.7 
2 05 39.8 31.8 398 31.8 0 0 39.8 31.8+ 
3 05 2.5 2908 295 4.3 0 15 295+ 39.8-42.8 
4 0.5 31.8 389.8 31.8 38.8 0 —1.5 31.8+ 36.9-39.8 
Scopolamine 
5 05 795 86.9 30.7 0 +1.2 29.5-31.8 
6 0.5 53.3 31.8 56.2 31.8 +1.9 0 53.3-57.1 31.8t 
0.6 36.9 39.7 36.9 39.7 0 0 369+ 39.7+ 


8§ 10 369 538.3 284 453 -—85 —8.0 27.4-29.5 43.5-46.5 
* Total average: for atropine, —0.8 mm. Hg; for seopolamine, +0.5 


mim. 
+ Multiple measurements with no tension change. 
t Not ineluded in compilation of averages (see text). 


Comment 


Glaucoma is manifested by a rise in the intraocular 
pressure above normal levels. In the acute type this 
condition is aggravated by a dilated pupil, which per- 
mits the iris to interfere further with the outflow of 
aqueous humor at the canal of Schlemm.* Atropine or 
scopolamine instilled into the conjunctival sac are 
classic mydriatic drugs “* and are to be avoided in 
patients with glaucoma. Acute attacks of glaucoma 
have also been reported from the oral use of large 
doses of belladonna in the treatment of gastrointestinal 
disturbances.'” However, only one case can be found 
in the literature where preanesthetic injection of atro- 
pine in reasonable dosage may have contributed to 
the erroneous belief that parenterally given atropine 
and scopolamine are contraindicated for preanesthetic 
medication in patients with glaucoma.* 

This study strongly suggests that there is no danger 
in using the belladonna drugs intramuscularly in the 
doses studied in patients with glaucoma who are be- 
ing prepared for nonocular surgery. It does not suggest 
in any way that appropriate medical therapy for the 
glaucomatous patient can be abandoned. Pilocarpine 
hydrochloride (1% to 2%) or physostigmine salicylate 
(0.25% to 1%) instilled into the conjunctival sac 
should be given to produce miosis.* They also counter- 
act the potential mydriatic effect of the belladonna 
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drugs and the anesthetic agents.* Since a patient with 
glaucoma usually is treated with one of these drugs, 
preoperative and postoperative use of the same prep- 
aration can be continued. 

Intramuscular doses of morphine sulfate (up to 
15 mg.) cause constriction of the pupil as well as a 
fall in the intraocular pressure.’ Barbiturates (given 
orally or parenterally) also lower the intraocular 
tension in patients with glaucoma.” The use of these 
drugs may therefore be incorporated in the pre- 
anesthetic medication if not contraindicated for non- 
ocular reasons. 

Summary 


The effects on intraocular tension produced by the 
intramuscular injection of therapeutic doses of atro- 
pine sulfate and scopolamine hydrobromide were 
studied in 14 subjects (28 eyes) with acute and 
chronic simple glaucoma. Both drugs produced small 
rises in tension in only 5 of the 28 eves. These in- 
creases are insignificant. Twenty-three eyes exhibited 
either no change or a fall in the intraocular pressure. 
Slight mydriatic changes were noted in 11 of the 15 
pupils measured. The pupil never increased in diam- 
eter by more than 1 mm. 

The safety of a single dose of parenterally given 
belladonna drugs for preoperative medication in 
glaucomatous patients was clearly established. The 


TaBLe 2.—Changes in Intraocular Pressures Following Intra- 
muscular Injection of Atropine Sulfate and Scopolamine 
Hydrobromide in Subjects with Acute 

Glaucoma 
Tension, Mm. Hg 


Av. for 


Sub- Before Range During 


ject Dose, Drug 2 Hr. After Av. Change 2-Hr. Period 
No. Meg. (P) Drug (A) (A-P*) of Measurement 
Atropine 
OD OS OD OS OD OS Oop OS 
0.5 28.4 20.4¢ 24.4 193 —4.0 24.1-26.1 18.8-20.4 
10 0.5 28.4 20.4¢ 25.7 20.8 —2.7 +04 24.1-26.1 18.8-22.2 
ll 0.6 17.3t 31.7 165 312 -—0.8 —0.5 14.8-17.3 99.5-31.7 
Scopolamine 

12 0.4 1386¢ 32 189 24 403 —5.8 12.5-14.7 27.3-31.8 
13 05 18.8 14.6 16.7 14.0 —?2.1 —O.6 14.6-18.8 13.4-14.6 
14 0.6 28.4¢ 20.4 25.4 17.6 —3.0 —2.8 24.1-28.4 17.3-18.8 


*Total average: for atropine, —1.45 mm. He; for scopolamine, —2.3 


mm. Hg. 
t Iridectomy. 


maintenance of topical instillations of pilocarpine 
hydrochloride (1% to 2%) or physostigmine salicylate 
(0.25% to 1%) into the conjunctival sac in the pre- 
operative and postoperative periods is recommended. 
Morphine sulfate and the barbiturates may be used 
(for premedication and during general anesthesia) in 
the safe management of patients with glaucoma for 
extraocular operation. 
622 W. 168th St. (32) (Dr. Papper). 


This study was supported in part by the Sloan and Whitehall 
Glaucoma Foundation. 
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THE INFLUENCE OF VARIOUS CLINICAL DISORDERS 


AND DRUGS ON 


EXCRETION 


OF UROPEPSIN 


Leo J. Corazza, M.D. 


and 


Ralph M. Myerson, M.D., Philadelphia 


The existence of a proteolytic enzyme in the urine 
has been known since 1861. In 1947, interest in this 
enzyme, usually referred to as uropepsin, was stimu- 
lated by Bucher’s excellent review,' and since that 
time a considerable amount of literature has appeared. 
It has been demonstrated that uropepsin originates 
from the peptic cells of the stomach as an endocrine 
secretion and that urinary and plasma pepsinogen are 
identical with crystalline pepsinogen obtained from the 
stomach.” Uropepsin is found in the urine in amounts 
equal to about 1% of the gastric peptic output.*” 

While there is agreement on the fundamental aspects 
of uropepsin excretion, opinions regarding the appli- 
cation of uropepsin assay to clinical problems and 
diagnosis differ widely. In the present study, 960 uro- 
pepsin determinations were performed on 280 patients. 
Our purpose was to determine the amount of uropepsin 
excreted by normal individuals and to assess the influ- 
ence of disorders of the gastrointestinal tract, psychic 
stimuli, gastric surgery, pernicious anemia, and drugs 
on uropepsin excretion. 


Method of Assay 


In most instances, three or more 24-hour specimens 
were analyzed to establish the mean output in a given 
case. The procedure employed was a modification of 
the methods described by Bucher ' and Anson and 
Mirsky * as reported by Gray and his associates.‘ A 
l-ml. aliquot of acidified (pH 1.5), diluted (4:5) 
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In order to determine the amount of uro- 
pepsin excreted every 24 hours by normal indi- 
viduals as well as by those with diagnosed 
disorders, 960 uropepsin determinations were 
performed on 280 patients. There is a signifi- 
cant fluctuation in daily excretion by the same 
individual and a marked degree of overlapping 
of results between normal individuals and pa- 
tients with duodenal and gastrointestinal lesions. 
Both physical and emotional stress may have an 
effect on uropepsin excretion. It is felt that these 
variables make the uropepsin excretion an un- 
reliable test in routine gastrointestinal diagnosis. 


urine from a 24-hour specimen was incubated with 
5 ml. of 2% acidified (pH 1.5) hemoglobin substrate 
at 37 C for 30 minutes. The reaction was terminated 
with 10 ml. of 0.3N trichloroacetic acid and filtered. 
Tyrosine-like (phenol-positive ) compounds present in 
the filtrate, resulting from the proteolysis of the hemo- 
globin, were determined by use of the Folin-Ciocalteu 
method.** 

A zero time control (blank) consisting of trichloro- 
acetic acid, inactivated urine, and hemoglobin was 
employed with each individual test to compensate for 
chromogenic substances present in the urine and sub- 
strate. Tyrosine standards (256, 128, and 64 mcg. per 
milliliter ) and reagent blanks were employed for each 
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series of determinations. The results are expressed as 
units of uropepsin activity per 24 hours. One unit of 
uropepsin activity is that amount of enzyme which 
would release an equivalent of 0.04 mg. of tyro- 
sine-like compounds during a 30-minute incubation 
period at 37 C. 

Results 

The results of uropepsin determinations in the major 
groups studied are shown in the figure. 

Normal Uropepsin Excretion—The mean 24-hour 
uropepsin excretion of 93 normal subjects without 
demonstrable gastrointestinal disease was 3,556 units, 
with a standard deviation of + 1,265 units. There was 
extreme variation in uropepsin output, which ranged 
from a low of 242 units to a maximum of 12,825 units. 
Of the individuals studied, 64.5% had an output in the 
range of 1,000 to 4,000 units. Daily 24-hour uropepsin 
output was studied in four normal individuals during 
6-to-10-week periods. Wide variations in daily excre- 
tion were noticed, despite the absence of any obvious 
factors to produce such changes. 

Excretion in Ulcer and Cancer Cases.—Seventy-four 
patients with proved duodenal ulcers had a mean 24- 
hour uropepsin output of 6,147 units, with a standard 
deviation of + 3,773 units. Again, both a wide indi- 
vidual variation and day-to-day fluctuation in the same 
patient were noted. During the course of ulcer therapy 
and healing, no significant changes in uropepsin ex- 
cretion were noted. The mean 24-hour uropepsin excre- 
tion of 18 patients with proved bleeding duodenal 
ulcers was 4,329 units, with a standard deviation of 
+ 2,630 units. Extreme fluctuations in uropepsin ex- 
cretion were again noted. Only five patients with 
proved benign gastric ulcerations were studied. Their 
mean 24-hour excretion of uropepsin was 4,506 units. 
Five patients with proved cancer of the stomach had 
a mean 24-hour uropepsin excretion of 3,153. units. 

Excretion in Cases of Pernicious Anemia.—Seven 
patients with pernicious anemia had extremely low 
excretions. Uropepsin was absent in four cases, and 
in the other three cases the mean excretion was 409 
units. There was no change in uropepsin excretion 
after the use of cyanocobalamin (vitamin B,,) and 
clinical remission. One patient presented a clinical 
picture resembling exogenous cyanocobalamin defi- 
ciency. After cyanocobalamin therapy in this patient, 
the uropepsin excretion rose to normal levels despite 
the persistence of histamine anacidity. In two patients 
with histamine anacidity but who were otherwise ap- 
parently normal, uropepsin excretion was within nor- 
mal limits. The pH of the gastric contents in these 
patients was not determined. One patient with postero- 
lateral sclerosis and achlorhydria, without, however, 
the hematological manifestations of pernicious anemia, 
had a 24-hour uropepsin excretion of 143 units. There 
was no increase in excretion during either cyanoco- 
balamin or corticotropin therapy. 

Excretion in Cases of Cirrhosis of the Liver.—The 
mean 24-hour uropepsin excretion in 15 patients with 
Laennec’s cirrhosis of the liver was 2,014 units, with 
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a standard deviation of + 1,662 units. In two patients 
with combined duodenal ulcer and cirrhosis of the 
liver, uropepsin excretion tended to be high (5,800 
and 6,800 units ). 

Excretion During Anxiety State.—Thirteen patients 
with the diagnosis of acute anxiety state had a mean 
24-hour uropepsin output of 6,384 units. None of these 
patients had gastrointestinal symptomatology or radio- 
logically demonstrable gastrointestinal disease. 

Excretion in Cases of Subtotal Gastrectomy.—Sixteen 
patients with subtotal gastrectomies had 24-hour uro- 
pepsin excretions varying from 481 units to 3,543 units, 
with a mean excretion of 1,539 units and a standard 
deviation of + 323 units. To minimize the effect of 
any “alarm” reaction, all excretion values were ob- 
tained at least one week after the patient had under- 
gone surgery. There was no apparent relationship 
between the amount of stomach removed and _ the 
postoperative uropepsin excretion, nor could a definite 
relationship be established between preoperative and 
postoperative levels. 
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Uropepsin excretion in normal subjects and patients with 
gastrointestinal disorders, anxiety reaction, and pernicious 
anemia. 


Miscellaneous.—No pattern of uropepsin excretion 
could be established for a miscellaneous group of pa- 
tients with gastrointestinal disorders including regional 
ileitis, acute pancreatitis, cholecystitis, acute appendi- 
citis, carcinoma of the large intestine, or diverticulitis. 
Three patients with chronic ulcerative colitis had 24- 
hour uropepsin excretions varying from 5,800 to 7,500 
units with a mean of 6,700 units. Three patients with 
acromegaly excreted normal amounts of uropepsin. 

Effects of Drugs.—Attempts to decrease the uro- 
pepsin excretion of patients with duodenal ulcer with 
anticholinergic drugs were unsuccessful. Atropine, 
methantheline (Banthine ) bromide, and propantheline 
(Pro-Banthine) bromide were given orally in doses 
sufficient to produce dryness of the mouth and/or 
visual blurring. No significant change in uropepsin 
excretion was noted. Six patients with duodenal ulcers 
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were treated with reserpine given orally in doses of 2 
mg. daily. No significant changes in uropepsin excre- 
tion resulted. 

In an attempt to alter the renal excretion of uro- 
pepsin, probenecid (Benemid), 2 Gm. daily, was ad- 
ministered to six patients. There was no effect on the 
excretion of uropepsin. Neither carinamide nor aceta- 
zolamide ( Diamox) altered the excretion of uropepsin. 
Corticotropin was administered to 10 patients and 
resulted in an average increase of 75% in the uropep- 
sin excretion. As long as three weeks may be required 
to achieve a maximum response to corticotropin. No 
increase occurred in two patients with pernicious 
anemia who received corticotropin. Testosterone had 
no effect on uropepsin excretion in two patients. 


Comment 


In our experience, the determination of the 24-hour 
uropepsin excretion has limited clinical application. 
There is a significant fluctuation in daily excretion by 
the same individual and a marked degree of over- 
lapping of results between normal individuals and 
patients with duodenal and gastrointestinal lesions. 
This is apparent from the high standard deviations. 
Both physical and emotional stress may have an effect 
on uropepsin excretion. An example of this is demon- 
strated by the elevated levels in the majority of the 
potients with anxiety reactions. It is felt that these 
variables make the uropepsin excretion an unreliable 
test in routine gastrointestinal diagnosis, A similar view 
has been expressed by others.” Some investigators,° 
hewever, feel that the test has a definite place in the 
d'ferential diagnosis of gastrointestinal disorders. 

The complications of peptic ulcer such as hemor- 
ri .ee do not appear to alter the uropepsin excretion. 
The presence of high levels of uropepsin excretion in 
gastrointestinal bleeding favors the diagnosis of peptic 
ulcer rather than esophageal varices, since the excre- 
tion of uropepsin tends to be low in cases of cirrhosis 
of the liver. In the present series, however, several 
patients with proved bleeding duodenal ulcers had 
low levels of uropepsin excretion. 

Subtotal gastric resection tends to be followed by 
a decrease in the average uropepsin excretion. The 
decrease does not appear to be proportional to the 
amount of stomach tissue removed. Levy and Levine * 
have recently reviewed the subject of uropepsin ex- 
cretion after gastrectomy. 

An absence of or marked decrease in uropepsin 
excretion has been consistently noted in patients with 
pernicious anemia. This renders the test a valuable 
adjunct in the diagnosis of this disease. It may be of 
particular help in differentiating pernicious anemia 
from other macrocytic types of anemias.”* 

An increase in the excretion of uropepsin following 
the administration of corticotropin has been a fairly 
consistent finding.“ The increase is probably mediated 
through a humoral mechanism involving the hypo- 
thalamic-pituitary-adrenal-gastric axis that is inde- 
pendent of the vagus nerve. 
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Although anticholinergic compounds had no effect 
on uropepsin excretion in the present study, there have 
been reports ° of a decrease during the use of these 
drugs. Balfour'® found an an increase in uropepsin 
excretion during testosterone administration. We found 
no change in amount of uropepsin excretion in two 
patients treated with testosterone, and also no effect 
from oral use of reserpine, probenecid, acetazolamide, 
and carinamide. 

Summary 


Nine hundred sixty uropepsin determinations were 
made on 280 patients, both without demonstrable dis- 
ease and with disorders of the gastrointestinal tract, 
cirrhosis of the liver, anxiety states, subtotal gastrecto- 
mies, and pernicious anemia. Because of considerable 
variation in the daily uropepsin excretion and the de- 
gree of overlapping between normal values and those 
in patients with demonstrable gastrointestinal diseases, 
it is felt that the test is of little value in differential 
diagnosis, Uropepsin was absent or low in seven pa- 
tients with pernicious anemia. The assay may be a 
valuable diagnostic aid in certain cases of macrocytic 
anemias. Corticotropin caused a significant increase in 
uropepsin excretion. The use of other drugs (aceta- 
zolamide [Diamox], probenecid [Benemid], carina- 
mide, and testosterone) had no apparent affect on 
uropepsin excretion. 
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CLINICAL NOTES 


TWO NEW MODIFICATIONS OF THE ENDOTRACHEAL TUBE 


Frank Cole, M.D., Lincoln, Neb. 


The practice of endotracheal anesthetization not 
infrequently imposes two problems: easy insertion of 
the tube, for which exact control of the distal end of 
the tube is needed and is rarely provided, and the 
leaking inflatable cuff. In an attempt to solve both 
problems, I offer two devices, the threaded endo- 
tracheal tube and the double-cuff endotracheal tube. 


Threaded Endotracheal Tube 


With the use of a simple paper-punch, a small hole 
is made near the end of the tracheal tube, and a strong 
thread is passed through the hole. The anesthesiologist 
then holds the tube in the usual manner and manipu- 
lates the thread with two fingers. In this way, the 
sharp upward curve at the end of the tube and the 
precise control of the tube, both so necessary to 
tracheal intubation, are obtained. Care must be taken 
that the thread does not injure tissues anterior to it. 
The thread can be knotted and left in place, or it can 
be withdrawn. 


Double-Cuff Endotracheal Tube 


It is no exaggeration to say that the patient's safety 
and perhaps his life may depend on airtight endo- 
tracheal anesthetization connections at any time dur- 
ing surgery, particularly in thoracotomy and _ in 
operation for intestinal obstruction. It is sometimes a 
harrowing experience for the anesthesiologist to dis- 
cover a serious leak in the inflatable cuff while surgery 
is going on, particularly when thoracotomy is being 
performed. 

With the conventional single-cuff tube, when a leak 
occurs, the anesthesiologist can resort to or is driven 
to any one of the following 10 remedial devices to 
(1) do nothing if the leak is small; (2) cut the balloon 
off; (3) keep adding air to the cuff; (4) intubate anew; 
(5) insert a pharyngeal pack; (6) change to nitrous 


Chairman, Department of Anesthesiology, Lincoln General 
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oxide; (7) put a mask over the patient's face and the 
tube; (8) avoid pressure; (9) raise rates of flow; and 
(10) remove tube and convert to mask. 

Where the endotracheal tube does not afford a leak- 
proof system, anesthesia may become dangerously 
light, aspiration of gastric contents may occur, and 
pressure in the form of controlled or artificial respira- 
tion may be impossible. To overcome these difficulties, 
I have explored the possibility of attaching two in- 
flatable cuffs to an endotracheal tube, so that a leak 
in the first cuff occurring during surgery can be reme- 
died merely by inflating the second cuff. There is 


Endotracheal tubes. A, double-cuff tube. B, threaded tube. 


another advantage afforded by a double-cuff tube. 
Although keeping a cuff inflated too long may produce 
laryngeal ischemia or edema, the anesthesiologist may 
hesitate to deflate the cuff even for a little while dur- 
ing a long operative procedure; two cuffs can, of 
course, be alternately inflated and deflated, so that 
the pressure exerted by the cuffs occurs at different 
points in the trachea. 

In 150 consecutive intubations, leaks in the in- 
flatable cuff system occurred 13 times, with 2 such 
leaks occurring in the balloon and thus easily reme- 
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died. Of the remaining 11 leaks, 5 were large and 6 
were slight. Eleven leaks out of 150 intubations con- 
stitute an incidence of 7.3%. Assuming that a cuff will 
leak in 7% of all cases, then the numerical advantage 
of having a second cuff is easily calculated. The first 
cuff will leak in 7% of cases, but the second cuff will 
stop the leak 93% of the time, so that a two-cuff tube 
will leak in 7% times 7%, or in 0.5% of cases. A one- 
cuff tube will thus leak once in 14 times, while a two- 
cuff tube will leak only once in 200 times. It must be 
pointed out that all cuffs are tested on the tubes, un- 
der pressure, and under sterile water, before being 
used. 

Since the balloon (hanging from the end of the 
catheter that leads to the inflatable cuff) serves little 
or no useful purpose and leaks all too frequently, it is 
my practice to cut it off and insert endotracheal tubes 
without balloons. It has proved possible to put two 
inflatable cuffs on an endotracheal tube; such tubes 
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have been used successfully at the Lincoln General 
Hospital and are now employed routinely in situ- 
ations in which leaks are disastrous, as in thoracotomy. 

There are five points of measurement to be located 
on such a tube, and their distances from the distal 
end of the tube are: (1) the proximal end of the 
beveled opening, 5 in. or 15 mm.,; (2) the beginning of 
the first cuff, %4 in. or 19 mm.; (3) the joining of the 
two cuffs, 2 9/16 in. or 65 mm.; (4) the end of the 
second cuff, 4% in. or 108 mm.; and (5) the end of the 
rubber or plastic endotracheal tube, 8%4 in. or 222 mm. 

It is essential that the auxiliary or proximal cuff 
exert most of its effect within 4 in. of the end of the 
tube, since the trachea does not usually exceed 4 in. 
in length. When the tube is finished, both balloons 
are removed and the cuff-catheters are cut so that 
they hang at uneven lengths; in this way, the anes- 
thesiologist can always tell which cuff he is inflating 
or deflating. 


2315 S. 17th St. (2). 
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ELECTROMECHANICAL ARM SLINGS 


Earl F. Hoerner, M.D., Beverly Konugres, O.T.R. 


and 


Donald Smith, B.S., West Orange, N. J. 


Many disabled persons who have hands that are 
capable of functioning well are prevented from using 
them due to the loss of shoulder, arm, and forearm 
muscle power as a result of poliomyelitis or other 
causes. Electrically controlled slings can aid such se- 
verely disabled persons to adapt to their home and 
work environments. These electromechanical slings 
allow the person's arms to be placed in a wide variety 
of functional positions, from a 90-degree elbow flexion 
at a table level for the beginning phase of eating or 
working to a 90-degree shoulder flexion for such ac- 
tivities as reaching for food on the upper shelf of a 
cupboard or tools on a high ledge (fig. 1). 

The slings can be lowered to a level where the per- 
son can independently “crawl” or be placed into the 
elbow and forearm slings; then, by the use of a switch, 
the arms are brought to the level at which the patient 
desires to function or work. The maximum pressure 
needed to raise the hand to the mouth by use of these 
slings is less than % lb. on the electrical switch. This 
pressure can be applied by flexion of the finger tip, 
toe movement, shoulder shrug, leg movement, or even 
flexion and extension of the neck. 


From the Kessler Institute for Rehabilitation. Mr. Smith is a 
Fellow of the National Foundation for Infantile Paralysis. 


When both the upper arm and the forearm are sup- 
ported, a broader variety of hand activities can be 
performed with greater coordination and less physical 
fatigue. Activities of daily living such as eating, shav- 
ing, brushing teeth, or combing hair can be accom- 
plished efficiently by first electrically lowering the 
arms to the selected level for picking up the necessary 
implement and then pressing the switch to raise the 
arm to head level. 

Since the range of shoulder motion, with these 
slings, can vary from a 0-degree extension to 90-degree 
forward flexion, occupational activities requiring 
bilateral arm movements, such as soldering, electrical 
wiring, mechanical drawing, and woodworking, can 
be performed (fig. 1). As each sling is separately con- 
trolled and operated, the arms can be placed in the 
needed position of function as indicated by the occu- 
pational pursuit. 

The apparatus is composite and can be conveniently 
connected to a standard wheel chair or table. No addi- 
tional apparatus is necessary. This standardization 
makes its use practical for different persons with vary- 
ing degrees of muscle-power involvement. The electro- 
mechanical sling (1) aids the severely handicapped 
person in his performance of the activities of daily 
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Fig. 1.—Electromechanical arm sling as an aid to patient in performing routine daily activities and in doing mechanical work (soldering). 
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living; (2) increases the scope of occupational oppor- 
tunities; (3) supports the shoulder, arm, and forearm; 
and (4) permits greater range of motion for activities 
that require bilateral action. 


Construction 


The principle of operation of the electromechanical 
overhead arm sling lies in the fact that a cable, which 
suspends the arm sling, winds and unwinds around a 
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Fig. 2.—Diagram showing principal parts of, and wiring 
system for, arm-sling unit. 


spindle attached to an overhead bar. This motion of 
the sling results in elevation and lowering of the arm 
(fig. 2). The basic structure is a modification of the 
standard right-angle overhead bar that is affixed to 
the upright part of the back of a standard wheel chair 
or a table. The perpendicular section of the bar is 
placed so as to rotate freely in a 360-degree arc, thus 
making the horizontal overhead section available for 
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wide lateral arm motion when the patient is in the 
sling. Holes are drilled in the overhead horizontal bar 
at the proper places for holding of the spindle, motor, 
and relay unit. 

The spindle is a metal cylinder that is grooved, on a 
lathe, like a screw, so that the cable which suspends 
the sling may wind and unwind without snagging or 
bunching. The spindle is set into ball bearings at each 
end to reduce friction and is attached at one end to a 
evlindrical 12-volt D. C. motor (240 rpm) with a built- 
in gear. The motor, in turn, is connected to a relay 
unit of the type used in toy train locomotives. The 
switch is controlled by a hand, a foot, the neck, or 
other part of the body. The relay unit controls the 
direction of the motor and, hence, the spindle in a 
clockwise or counterclockwise direction. 

The cable which suspends the sling is fixed at one 
end to the overhead bar and at the other end to the 
spindle; it first passes through a pulley to which the 
sling is fastened. The electrical unit is so constructed 
that, on the first closing of the switch, the sling will 
elevate by means of the spindle’s rotation in a clock- 
wise direction. On the opening of the switch, the sling 
stops at the desired height. The second closing of the 
switch reverses the direction of the spindle to counter- 
clockwise so that the sling may be lowered, and on 
the opening of the switch it stops in the desired posi- 
tion. The whole unit is powered by a 12-volt battery 
that is located under the seat of the wheel chair. 
Figure 2 illustrates the wiring system for a bilateral 
electromechanical arm sling unit. 


Report of a Case 

A 20-year-old male electrical-engineering student was ad- 
mitted to a general hospital in September, 1954. The diagnosis 
was poliomyelitis with paralysis of all neuromuscular com- 
ponents of the trunk and extremities and respiratory inadequacy. 
The performance of a tracheotomy was not necessary, as there 
was no bulbar involvement. Hospitalization in the general 
hospital was necessary for a period of 18 months. 

At the time of the patient’s discharge from the general hos- 
pital to his home and his entrance into a rehabilitation center, 
he presented the following status: A rocking bed was used 
during his sleep; a chest cuirass respirator was used for rest 
periods of one-half to one hour twice during the day, and the 
patient could sit in his wheel chair without undue fatigue for 
periods of from one to three hours without respiratory assist- 
ance, Respiration was accomplished by use of the accessory 
muscles of the neck and by intercostal movement. The periph- 
eral muscles showed considerable weakness, and the patient’s 
lower extremities were completely paretic. There was no gross 
abdominal power. The head and neck were well controlled. 
There was marked lateral weakness in the shoulders and elbows, 
with lack of functional motion, Fair functional motion of the 
wrist, fingers, and thumb bilaterally was found. The patient was 
unable to perform any functional activities of any type. 

After a thorough evaluation had been made and therapeutic 
procedures carried out, it was recommended that, due to the 
lack of return of further functional motion in any of the in- 
volved systems, mechanical devices be obtained and used by 
the patient. Electromechanical slings were obtained and fabri- 
cated by the patient himself. 

Through training in the use of the electromechanical aid, the 
patient is now available for occupational placement. He has 
considered returning to school and, in conjunction with this 
plan, is now working with several electronic manufacturing 
companies as a consultant in the engineering and fabrication of 
similar devices for other disabled persons. 
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EFFECTIVE METHOD OF STRAPPING THE LUMBOSACRAL REGION 


John T, Bate, M.D., Louisville, Ky. 


After the trial of several methods, over many years, 
of treating the acute back pain which usually starts as 
a catch or painful sensation when an individual who 
has bent over to pick something up (thus flexing the 
lumbar spine and hips while the knees are straight ) 
starts to resume the erect position, I have been able to 
provide considerable immediate relief by a relatively 
inexpensive temporary support. This supports the 
lumbosacral region in a relatively straight position, 
thus embodying partially and temporarily the prin- 
ciple of the Williams low-back brace. 


Fig. 1.—Showing the sponge rubber attached to the ends of 
the board, gauze to protect skin from rubber and board, 5 yd. 
of 4-in. elastic bandage, and roll of 2-in. adhesive. 


A wooden forearm splint of the type formerly wide- 
ly used in the treatment of fractures of the bones of 
the forearm, made of a firm, soft type of wood (not 
yucca or basswood ), 18 in. long, 4 in. wide, and ;¥; in. 
thick, is sawed into two equal lengths. To each end 
of one half of this board is attached a piece of sponge 
rubber. While many thicknesses and dimensions could 
be used, a satisfactory size is 5 in. by 4 in. by 4 in. This 
is placed so as to overlap the end of the board, about 
1 in., and the sides % in., and held in this position with 
a small piece of adhesive tape. Two strips of folded 
gauze cut from a package of sterile gauze, each about 
12 in. long, 4 in. wide, and consisting of four folded 
thicknesses are placed over the sponge rubber and 
board in such a way as to prevent either from coming 
in contact with the skin (fig. 1). The skin of the lum- 
bar region of the back flanks and the sides of the ab- 
domen are painted with compound tincture of benzoin. 
A sufficiently large place of the gauze of the kind 
which was used to cover the splint is now cut and 
opened up so as to cover the anterior surface of the 
abdomen and prevent the elastic adhesive from stick- 
ing to the hair. With the padded splint placed so that 
one portion of the sponge rubber fits over the proximal 


portion of the sacrum and the other over the upper 
lumbar, or lower dorsal region (fig. 2), it is now held 
in place by means of 5 yd. of 4-in, elastic adhesive 
bandage applied circularly. The end of the elastic 
adhesive is fastened in place with the usual type of 
2-in. adhesive and the protruding gauze is turned 
down so as to protect the protruding end of the sponge 
rubber and is held in place with adhesive. 
Depending upon the type of skin the individual has, 
this can be left in place for three to six days. When 
combined with medication and the usual instructions 
as to posture, bed, and methods of protecting the lum- 
bar region, this method of strapping will often relieve 
the simpler forms of back pain within this period. 
Occasionally, reapplication may be decided on in 


Fig. 2.—The padded board being applied. The upper part 
was brought into midline before the circular strapping was 
completed. 


an individual who has obtained much relief, is sat- 
isfied, but thinks he needs the support for a few 
days longer. 

This method gives the best results in individuals 
who have definite acute muscle spasm of a few hours’ 
to a few days’ duration. More severe and chronic cases, 
of course, require other, or additional, treatment. 


301 W. Ormsby. 
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ACUTE TRANSIENT MYOPIA ASSOCIATED WITH 
USE OF ACETAZOLAMIDE (DIAMOX) 


Samuel S. Binder, M.D. 


Willard Steele Sr., M.D., Chattanooga, Tenn. 


Acetazolamide (Diamox) has become a popular drug 
in the practice of obstetrics and gynecology. Its value 
in the treatment of premenstrual tension has been de- 
scribed by Greenblatt.’ Assali and co-workers * have 
also mentioned its action in treating edema of preg- 
nancy. In other branches of medicine, acetazolamide 
has been used for the treatment of congestive heart 
failure,’ glaucoma,’ and epilepsy.” 

The toxicity and side-reactions described have been 
minimal and in our experience have consisted mainly 
of tingling sensations in the fingers and occasional 
drowsiness. We have observed an unusual side-reac- 
tion that was quite alarming to the patient and some- 
what bafHling to the physicians. This consisted of an 
acute transitory myopia. One other such case has been 
reported by Black.® 


Report of a Case 


The patient was a 30-year-old woman, seen for the first time 
on Aug. 21, 1956, with the complaints of severe abdominal 
swelling, lower abdominal pain, and marked irritability, These 
symptoms were noted approximately one week premenstrually 
and had been present for the past 10 months. The menstrual 
periods were regular but scant and associated with severe 
dysmenorrhea. Her latest period had begun on Aug. 15 and 
had continued for four days. She was gravida 2 para 2, her last 
pregnancy having occurred five years previously. Six months 
after this pregnancy she had had a dilatation and curettage and 
cervical conization performed but no other surgery. The re- 
mainder of her history was negative. 

Physical examination showed a blood pressure of 110/80 mm. 
Hg, pulse rate 76, and weight 143.5 lb. (65.1 kg.). General 
physical findings were within normal limits. There were no 
abdominal masses, and pelvic examination revealed no gross 
abnormalities. The hemoglobin level was 12.6 Gm. per 100 cc., 
and urinalysis was negative. It was felt that the patient had a 
symptom complex consistent with premenstrual tension. As part 
of her therapy, she was advised to be on a low-salt diet and 
was given acetazolamide intermittently for 10 days premen- 
strually. The dosage was 250 mg. daily, for four days; this was 
stopped for two days and repeated for four more. 

On Sept. 2, the patient was in an automobile accident and 
received a bump on the head. At the scene of the accident, 
she was checked by a physician who reported no evidence of 
injury. Acetazolamide therapy was started on Sept. 4 and 
continued for four days, stopped for two days, and continued 
for two more days. On Sept. 9, the patient’s vision became 
blurred, and the next day she was seen by one of us (W. S.) 
for ophthalmological examination. Her vision on Sept. 10 in 
each eye was 20/100, improved to 20/20 with a —2 sphere lens 
in each eye. The ocular tension was normal, there was no 
muscular imbalance, the fundus showed no changes, and 
pupillary reactions were normal. 

The patient was advised to discontinue all medication. She 
returned to the office of her gynecologist (S$. S. B.) on Sept. 12. 


From the Department of Obstetrics and Gynecology (Dr. 
Binder) and the Department of Ophthalmology (Dr. Steele), 
Baroness Erlanger Hospital. 


Her vision was considered worse, and no improvement was 
noted in her premenstrual tension. She was emotionally upset 
and feared that she was going blind. On the same day, she 
returned to her ophthalmologist, who found that she had_ be- 
come more myopic. Her vision was 20/300, corrected with a 
~4.5 sphere to 20/30 in each eye. Ocular tension was normal, 
and no opacities were noted, Visual fields were normal. The 
underlying cause of her condition was not apparent. 

A glucose-tolerance test, performed on Sept. 13, revealed a 
normal curve. A repeat ophthalmological study on Sept. 18 
and Sept. 24, after the completion of her menstrual period, 
revealed a complete remission of symptoms, and her eyesight 
was 20/20 bilaterally on both days. Subsequent follow-up on 
this patient revealed a cervical stenosis which was relieved by 
cervical dilation. After this procedure, her dysmenorrhea was 
improved. The premenstrual tension was relieved by using 
other medication along with a low-salt diet. 


Comment 


Acute refractory changes have been noted in meta- 
bolic disorders such as diabetes mellitus. Emaciating 
diseases, causing dehydration and acid-base imbal- 
ances, have also caused refractory errors. The altera- 
tion of vision may stem from changes involving all 
areas of the visual apparatus. Transient myopia has 
been reported with the use of arsenicals, disulfone, 
and sulfonamides.’ Irritative spasm of the ciliary 
muscle, osmotic changes in the lens, and localized 
encephalitis (possibly due to allergic sensitivity) have 
been some of the explanations offered by Duke-Elder.* 
The same author concludes that “the mechanism of 
the refractive changes, however, is by no means clear.” 
Acetazolamide is a sulfonamide,” and it is quite pos- 
sible that the reaction described in the case of our 
patient is on the same basis as those previously dis- 
cussed. 

Suite 201, Doctors Building. (4) (Dr. Binder). 
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NOTICE OF CHANGE IN OPERATION 


LISTING OF PREPARATIONS WITH MONOGRAPHS 


As an aid to physicians in writing prescriptions, the 
Council has adopted an expansion of the section in 
New and Nonofficial Drugs, “Principles Governing the 
Evaluation of Drugs Described in New and Non- 
official Drugs,” to provide for listing pharmaceutical 
preparations, including either sizes or strengths, in 
conjunction with monographs published in the Coun- 
cil’s column of THe JouRNAL and in future annual edi- 
tions of New and Nonofficial Drugs. Available dosage 
forms, and either sizes or strengths, will be listed 
alphabetically according to appropriate nonproprietary 
pharmaceutical terminology only. In order to avoid 
undue expansion of monographs, with this kind of 
information, available sizes or strengths will be limited 
to dosage units or concentrations, depending on the 
type of formulation. 

The listing of available preparations, which is insti- 
tuted with this issue of THe JournaL, should not be 
construed as affecting any statements in monographs 
that may be critical of the usefulness, safety, suggested 
dosage, concentration, or particular route of adminis- 
tration of a drug. However, it is hoped that this added 


feature will increase the usefulness of the Council's 
publication to physicians when such information is 
desired for prescribing. 

The Council will continue to list applicable com- 
mercial names of evaluated drugs of which it is in- 
formed and urges the continued cooperation of indus- 
try in supplying scientific data and reports of investi- 
gations to aid in the early evaluation of new drugs. 
Commercial outlets are further invited to supplement 
such future data with information on available dosage 
forms, sizes, and strengths or otherwise to inform the 
Council respecting any additions or corrections con- 
cerning preparations which are included in subse- 
quently published monographs. The Council also de- 
sires information concerning adverse reactions to drugs 
that may appear after extensive use. 

This notice of the desire of the Council to include 
dosage preparations and to continue its policy for list- 
ing commercial names will not be repeated in the 
Council's column of THE JouRNAL, since statements to 
this effect will appear annually in New and Nonofficial 
Drugs. 


NEW AND NONOFFICIAL DRUGS 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 


reports of investigations. 


tetrahydropyrimidinedione.—The structural formula of 
amisometradine may be represented as follows: 


NHe 
CHs 
O= N- CH2C=CHe 
\ 
CH; O 


Actions and Uses.—Amisometradine, an orally effec- 
tive, nonmercurial diuretic agent, is a structural isomer 
of aminometradine, and its pharmacological actions are 
similar to those of the latter agent. Thus, amisometra- 


H. D. Kavurz, M.D., Secretary. 


dine is proposed for the maintenance of an edema-free 
state in patients responsive to diuretic therapy and for 
the initiation of diuresis in most edematous conditions 
except severe congestive heart failure. The drug also 
may reduce or, in mild cases, eliminate the need for 
parenteral injections of mercurial diuretics. Amiso- 
metradine has been successfully employed for the 
gradual mobilization of edema fluid in a substantial 
number of patients with mild to moderate congestive 
heart failure, hepatic cirrhosis, and the nephrotic syn- 
drome. It has also been useful for the management of 
water and electrolyte retention during pregnancy (mild 
preeclampsia) and in the premenstrual period. 


156 COUNCIL ON DRUGS 


The chief difference between amisometradine and 
aminometradine lies in the possibly diminished inci- 
dence of gastrointestinal upsets associated with the 
former drug. Some data have indicated that whereas 
nausea or vomiting occur in approximately 20 to 30% 
of patients to whom aminometradine is administered, 
this incidence is reduced to about half, or 10 to 15%, 
when amisometradine is employed. Thus, from the 
standpoint of patient tolerance, amisometradine ap- 
pears to offer some advantage. Since the clinical effec- 
tiveness of both drugs appears to be about the same, 
it seems likely that amisometradine may eventually 
replace aminometradine for the treatment of edema. 

Amisometradine has not been extensively studied 
from the standpoint of serious toxic effects, and al- 
though the drug so far has not been observed to cause 
such reactions, physicians should be alert to the possi- 
bility of their occurrence with extensive and prolonged 
use. 

Dosage.—Amisometradine is administered orally. 
Dosage is governed largely by severity of edema and 
individual response as reflected by the serial weight 
record of the patient. As a general guide, 400 mg. may 
be administered four times daily with meals on the 
first day of therapy and twice daily thereafter. Patients 
with mild edema may be satisfactorily maintained on 
400 mg. or less per day. On the other hand, daily 
amounts up to 3.2 Gm. may be required in more severe 
cases. 

Preparations: tablets 400 mg. 

Applicable commercial name: Rolicton. 


G. D. Searle & Co. cooperated by furnishing scientific data 
to aid in the evalution of amisometradine. 


Hydrocortamate Hydrochloride.—17-Hydroxycorti- 
costerone-21-diethylaminoacetate hydrochloride.—The 
structural formula of hydrocortamate hydrochloride 
may be represented as follows: 


CHeOC _-HCI 
Cotte 
HO 


Actions and Uses.—Hydrocortamate hydrochloride, 
an ester-salt of hydrocortisone, is used for the treat- 
ment of dermatoses known to be responsive to topical 
gluco-corticoid therapy. The drug exerts an excellent 
anti-inflammatory action against such cutaneous erup- 
tions and is believed to be approximately twice as 
potent, milligram for milligram, as free hydrocortisone 
or its acetate ester. Thus, hydrocortamate hydrochlo- 
ride is effective against acute or chronic dermatoses 
that have an allergic or inflammatory basis and are 
associated with pruritus. These would include, among 
others, such conditions as atopic and contact derma- 
titis, pruritus with lichenification, seborrheic dermatitis, 
and nonspecific anogenital pruritus. Clinical experience 
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to date has been confined largely to short-term therapy 
on relatively limited areas of the body. Although the 
possibility of systemic reaction after prolonged or 
intensive therapy does exist, this appears to be quite 
unlikely. To date, no reactions suggestive of systemic 
absorption have been observed with hydrocortamate 
hydrochloride or with any other topical preparation 
of hydrocortisone. Likewise, no appreciable changes 
in eosinophil counts or excretion of 17-ketosteroids 
have been demonstrated after such therapy. Neverthe- 
less, pending the accumulation of more information on 
this subject, hydrocortamate hydrochloride should be 
used cautiously in long-term therapy, especially in 
cases in which large areas of abnormal skin surface 
are involved. The drug should not be applied to in- 
fected areas. Its sensitizing potential is not known, but, 
in view of its similarity to other local preparations of 
this class, this is considered to be negligible. The oint- 
ment base rather than the drug may elicit some sensi- 
tization in particular instances, 

Dosage.—Hydrocortamate hydrochloride is applied 
topically in a 0.5% ointment (5 mg. per gram), A 
small quantity should be applied to the affected areas 
of skin two or three times daily. 

Preparations: ointment 0.5%. 

Applicable commercial name: Magnacort. 

Pfizer Laboratories, Division of Chas. Pfizer & Co., Inc., co- 
operated by furnishing scientific data to aid in the evaluation 
of hydrocortamate hydrochloride. 

Methallenestril. — 
naphthalenepropionic acid.—3-(6-Methoxy-2-naphthy])- 
2,2-dimethylpentanoic acid.—The structural formula of 
methallenestril may be represented as follows: 


CHa 
CH—C—COH 
CH30 CHs 


Actions and Uses.—Methallenestril, a nonsteroid es- 
trogenic compound, is effective orally, and its onset 
of action is prompt. Its estrogenic potency, milligram 
for milligram, is apparently no greater than that of 
orally administered estrone; it is only about one-tenth 
as potent as diethylstilbestrol. Methallenestril causes 
less gastrointestinal upsets than does diethylstilbestrol. 
Otherwise, its administration in therapeutically eftec- 
tive doses is followed by about the same degree of 
nausea as is found with the other synthetic estrogens. 
In the reports available to date, there is some indica- 
tion that methallenestril therapy may cause less with- 
drawal bleeding than do the other estrogens. However, 
if dosage is adjusted sufficiently to produce a compara- 
ble therapeutic effect, endometrial proliferation and 
subsequent withdrawal bleeding may be expected. 
Methallenestril is useful for the same conditions for 
which other natural and synthetic estrogens are em- 
ployed and is subject to the same contraindications. 
(See the general statement on estrogens in New and 
Nonofficial Remedies. ) 

Dosage.—Methallenestril is administered orally. The 
usual initial dosage for menopausal symptoms is 6 mg. 
daily for three weeks; thereafter dosage is decréased 
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to 3 mg. daily for as long as required. For suppression 
of lactation, 20 mg. is administered daily for the first 
five postpartum days. Doses of 6 mg. daily for four 
weeks may be given for the treatment of postmeno- 
pausal vaginitis, kraurosis vulvae, and pruritus vulvae. 
In the initial treatment of postmenopausal osteoporosis, 
9 mg. per day for two weeks is usual; maintenance 
dosage is 3 mg. daily. For the palliation of prostatic 
carcinoma, daily doses of 20 mg. may be administered. 

Preparations: tablets 3 mg. and 20 mg. 

Applicable commercial name: Vallestril. 

G. D. Searle & Co. cooperated by furnishing scientific data 
to aid in the evaluation of methallenestril. 


Phenaglycodol. — 
tanediol.—The structural formula of phenaglycodol 
may be represented as follows: 


OH OH 
CH3 CHs 

Actions and Uses.—Phenaglycodol is one of a series 
of synthetic diol compounds that exert a mild depres- 
sant effect on the central nervous system. At least at 
the level of the spinal cord, the drug has properties 
in common with the interneuronal blocking agents such 
as mephenesin and meprobamate. Phenaglycodol and 
meprobamate have a common chemical derivation 
from mephenesin. In the case of phenaglycodol, a 
degree of metabolic stabilization is achieved by full 
substitution on the OH-bearing carbon atoms. In ex- 
perimental animals, phenaglycodol produces some de- 
gree of skeletal muscle relaxation and exerts an inhibi- 
tory influence on transmission through polysynaptic 
pathways. It also diminishes the severity of electrically 
induced convulsions in animals, and initial clinical ex- 
perience has suggested a possible usefulness in epilep- 
sy. As a muscle relaxant, phenaglycodol is much less 
potent than mephenesin. From the standpoint of over- 
all clinical usefulness, phenaglycodol is probably most 
closely comparable to meprobamate. Hence, it may be 
characterized as a mild sedative with weak muscle- 
relaxing properties. 

Phenaglycodol has been used to produce a calming 
or mood-ameliorating effect in patients with emotional 
instability, anxiety-tension states, and functional dis- 
orders. Although early reports have been favorable, 
there is need for more evidence to establish conclusive- 
ly its usefulness as a psychotherapeutic agent. Studies 
designed to compare its tension-relieving effects with 
meprobamate are inconclusive. In some patients with 
anxiety states, the drug has elicited a degree of behavi- 
oral improvement; in other studies the effect has been 
primarily that of a placebo. In general, phenaglycodol 
appears to be similar in effectiveness to meprobamate, 
but the ultimate usefulness of this type of drug must 
await the results of further clinical experience. 

From the evidence available to date, it would appear 
that phenaglycodol may have usefulness in the ad- 
junctive management of simple neuroses. The drug 
probably has no place in the treatment of the more 
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severe psychotic type of mental disturbance and can- 
not be classified as a tranquilizing agent in the same 
sense as chlorpromazine or reserpine. 

The toxicity of phenaglycodol is low. No adverse 
effects on hepatic or hematopoietic function have been 
observed after long-term administration to animals 
and patients. In clinical experience, large doses are 
apparently without effect on blood pressure, pulse, or 
respiration. To date, drowsiness appears to be the only 
side-effect referable to therapy with phenaglycodol. 
This has occurred only occasionally and generally fol- 
lows the administration of high doses. 

Dosage.—Phenaglycodol is administered orally. The 
usual dosage for adults is 300 mg. three or four times 
daily. 

Preparations: tablets 300 mg. 

Applicable commercial name: Ultran. 

Eli Lilly and Company cooperated by furnishing scientific 
data to aid in the evaluation of phenaglycodol. 


Use of Ethchlorvynol for Daytime Sedation 


The Council has evaluated the use of ethchlorvynol 
(Placidyl) for daytime sedation. This nonbarbiturate 
hypnotic has previously been described as useful for 
the induction of sleep in selected patients with simple 
insomnia. (See the monograph on ethchlorvynol in 
New and Nonofficial Remedies. ) On the basis of addi- 
tional evidence, the Council concluded that the drug 
may also be given in small doses during the day to 
allay or calm certain patients with organic or function- 
al disorders characterized by anxiety or tension. Its 
clinical employment for this purpose has been confined 
largely to patients with mild anxiety neuroses, hyper- 
tension, and various skin diseases. It has also been 
used on a limited scale in patients with asthma, peptic 
ulcer, and cardiac disorders. Currently available evi- 
dence indicates that the drug exerts a mild sedative 
effect in such patients and that the incidence of side- 
effects is low (about 8%). Side-eftects so far encoun- 
tered include drowsiness, fatigue, hang-over, ataxia, 
vertigo, headache, nightmares, mental confusion, bad 
after-taste, nausea, and vomiting. There has been no 
observed tendency toward development of psychic 
dependence or habituation. Pending the accumulation 
of more clinical information, however, this possibility 
should be kept in mind, particularly when the drug is 
used over prolonged periods of time. 

Dosage of ethchlorvynol for use as a daytime seda- 
tive should be individualized according to the response 
of the particular patient. Oral dosage usually ranges 
from 100 mg. twice daily to 200 mg. three times a day. 
If the drug appears to be rapidly absorbed, producing 
transient giddiness or ataxia, these side-effects will be 
minimized if the medication is given with a glass of 
milk or other light refreshment. 

The Council voted to expand the monograph in New 
and Nonofficial Drugs to describe the use of ethchlor- 
vynol as a daytime sedative. 


Abbott Laboratories cooperated by furnishing scientific data 
to aid in the evaluation of this additional use of ethchlorvynol. 
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MAN CONTRACTING RABIES FROM MAN 
GUEST EDITORIAL 
Karl F. Meyer, M.D. 


HERE has been much recent publicity 
T concerning the administration of the Pas- 

teur antirabies treatment to persons who 
were in contact with a patient who died 
of rabies. The indications for giving vaccine for 
rabies prophylaxis should be clearly understood. 
The following case illustrates the principles in- 
volved. 

In July, 1956, a man was bitten by his dog while 
attempting to train her. The dog had no illness at 
that time but ran away and never was located. In 
April, 1957, the patient complained of headache 
followed by nausea and vomiting. Four days later 
he became severely ill, was unable to swallow, and 
was extremely apprehensive. That evening he was 
admitted to the hospital, where in addition to his 
extreme agitation he suffered from thirst and fear 
of water. He was removed to a mental hospital, 
where rabies was diagnosed. He died that evening, 
five days after the onset of his illness. Postmortem 
examinations and laboratory studies revealed Negri 
bodies in the brains of mice inoculated with tissue 
from the patient's brain. During the course of his 
illness the patient vomited and expectorated large 
amounts of saliva which contaminated the skin and 
clothing of most of the persons who tried to treat 
or restrain him. 

The diagnosis of furious human rabies in a person 
who had thus contaminated his environment makes 
it necessary to decide whether the persons exposed 


1. Fermi, C.: La Rabbia, Siena, Italy, 1950, vol. 1, p. 41. 
2. Wright, G. P.: Neurotoxins of Clostridium Botulinum and Clos- 
tridium Tetani, Pharmacol. Rev. 7: 413-465, 1955. 
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to the patient should receive antirabies vaccine. This 
is always a difficult decision. A wave of anxiety, 
nearing hysteria, must be anticipated. People who 
have been with the patient during and before his 
illness will demand antirabies treatment. Babes in 
1912 stated that human rabies presents little dan- 
ger, because he knew of no case of transmission 
from man to man. That rabid human beings may 
bite others was well documented by observations at 
the Vienna Pasteur Institute in 1926. 

In a critical review of older studies, Joseph Koch 
in 1930 emphasized that human-to-human transfer 
of rabies through bite or other means was rare and 
that a conclusively proved transmission had never 
been reported. The most comprehensive recent 
summary on rabies' mentions that the mother of 
Malpighi in the 17th century died from rabies after 
a bite inflicted by her daughter. Without docu- 
mentation he stated that human rabies had _fol- 
lowed the bite of rabid persons in Russia. During 
my recent visit to Russia I heard reports that rabies 
was transmitted from man to man by homeless 
orphans who roamed the streets of Moscow during 
the period after the revolution when medical and 
public health services were almost nonexistent. Few 
of these transmissions have been epidemiologically 
or etiologically investigated. In 1898 Palmirski and 
Karlowski in reporting the case of a man who be- 
came infected through coitus concluded that this 
was the only proved instance of interhuman trans- 
mission of rabies. Authorities believe, however, that 
transmission in this case was probably through the 
saliva. 

Every thoughtful report on this subject advises 
that precautions be taken by attendants to avoid 
contact with saliva of rabies-infected patients. There 
is ample documentary evdience that rabies virus 
may be present in the saliva of human beings with 
rabies. As early as 1823 Magendie and Berschet 
infected a dog with human saliva. In 1881, Pasteur 
and his associates and Raynaud and his associates 
transmitted rabies to rabbits with saliva from rabid 
patients. Bardach in 1888 demonstrated salivary 
gland infections in human beings, Pertarelli in 1905, 
Keirle in 1898, Nicolle and Chaltiel in 1907, and 
Cruickshank and Wright in 1914, using rabbits as 
indicator animals, succeeded in producing rabies 
with saliva from rabid persons. In the United States, 
Sulkin and Harford in 1934 tested the saliva in two 
fatal human rabies infections and succeeded in iso- 
lating the virus in one. At the Pasteur Institute in 
Odessa, Palawandow and Serebrennaja in 1931 by 
intramuscular injection of guinea pigs demonstrated 
the rabies virus in the saliva of four of five patients 
studied. The saliva of six persons with paralytic 
rabies in Trinidad proved positive for rabies when 
injected into rabbits by Pawan in 1937, 

The fact that rabies virus is transmissible through 
the saliva from human beings infected with rabies 
to various species of animals has been proved in 
many observations recorded in the past 30 years. 
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The infectivity of the saliva has never been meas- 
ured. It is probably slight but of adequate virulence 
to incite disease if properly introduced into scratch 
or bite wounds. These observations, together with 
those of Manouelian in 1936, who found Negri 
bodies in the endoneurocytes of the sensory and 
sympathetic fibers of the face and in the sympathetic 
ganglions and virus in the salivary and lacrimal 
glands in patients with rabies, suggest that the 
virus diffuses through the peripheral nervous sys- 
tem in man as in animals. Despite the observations 
and the extensive experimental work, the patho- 
genesis of rabies is in need of review. In particular, 
the role of blood and lymph requires investigation. 
There are evident similarities to the much-debated 
question of the spread of neurotoxin of Clostridium 
tetani and Cl. botulinum.’ 

The above-described patient dispersed saliva in- 
discriminately by spitting frequently at random and 
directly into the eye of a nurse. The secretion soiled 
the hands of a nurses’ aide who had a weeping 
eczema. Another nurse was bitten by the patient 
while she was attempting to hold a mouth gag 
between his teeth. The patient's son, who was with 
his father throughout the illness, was scratched 
rather badly and had contact with saliva. Knowing 
that the saliva may contain rabies virus in human 
infections, one is duty-bound to treat instances of 
bite and exposure to saliva. The maniacal behavior 
of the patient was largely responsible for the fact 
that every person who tried to restrain him became 
soiled with saliva. The practical question is not 
whether prophylactic rabies treatment should be 
instituted but how to keep its use to an irreducible 
minimum. Probably twice as many contacts as 
really need it receive the Pasteur treatment, Any 
physician with the imprint of maniacal human 
rabies fresh in his mind will fully understand this 
situation. This is in the best tradition of preventive 
medicine. 

The main reason why conclusive evidence of 
human-to-human transmission of rabies has not 
often been published is doubtless that all persons 
in intimate contact with the saliva of a rabid person 
are treated the minute the diagnosis is proved by 
laboratory tests. 


THE ORAL CAVITY AND DISEASE 


Sir William Osler has called the oral cavity a 
mirror of the rest of the body. Yet while the changes 
in eyegrounds that are associated with systemic 
diseases are well recognized, the changes in and 
around the mouth do not seem to have equal ap- 
preciation by the physician. ' 

Oral tissues are unusually sensitive indicators of 
the general health status of an individual. This 
easily accessible, painless diagnostic site particu- 
larly reflects initial signs of nutritional deficiencies, 
endocrine imbalances, gastrointestinal disturbances, 
communicable diseases, blood dyscrasias including 
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the anemias, and excessive exposure to radioactivity. 
In addition to the many peridontal manifestations 
of medical illness, not the least important reflection 
of disease can be demonstrated by the teeth them- 
selves. Up to 37% of persons with congenital 
syphilis have been found to have hypoplasia of the 
occlusal surface of all four first molars.’ 

With growing emphasis on the dangers of an 
individual receiving too much radioactivity, it is 
important to know what specific changes the oral 
cavity does show as a result of exposure to radia- 
tion. Along with the commonly recognized signs of 
overexposure to naturally occurring or man-made 
radioactive substances, such as alopecia, brittleness 
of the nails, and pigmentation,’ certain diagnostic 
signs appear in the mouth. In a population exposed 
to atomic bombing, petechial mucosal lesions have 
been observed associated with aplastic anemia. 
Other signs include a glassy smooth tongue that 
is particularly susceptible to infection, gangrenous 
ulcers of the lips, and ulcers that penetrate large 
areas of the buccal mucosa. It is believed that the 
mucosal findings are similar to those occurring 
elsewhere throughout the gastrointestinal tract.* 
Exfoliation of the teeth due to osteomyelitis of the 
mandible was frequently observed. One interesting 
finding was the increased radiant energy detected 
in the metallic restorations of the mouth that was 
not present in the adjacent living tissue. 

Dental x-ray pictures can reveal the only signs of 
osteonecrosis and osteomyelitis that might occur 
from overexposure in x-ray technicians, as well as 
research men and others closely associated with 
radioactive substances. Finally, one of the most 
commonly reported signs of overexposure to radia- 
tion is xerostomia, the dry mouth that results from 
lack of salivary flow. This manifestation does not 
depend solely on locally applied radiation but can 
reflect over-all body exposure. 

While it may seem to some that the physician 
examining the teeth and surrounding structures is 
doing a dentist's job, or the dentist who diagnoses 
diabetes by oral lesions is overlapping into the 
medical field, oral manifestations of disease indicate 
the close proximity of the two doctors’ areas of 
practice. The physician and the dentist working 
together have provided a much better understand- 
ing of oral medicine, and in mutually reciprocating 
their clinical findings, as well as their scientific 
research, they have markedly improved the over- 
all care of the patient. The field of radiation pro- 
tection may well be the impetus to enjoin in fact, 
not just in theory, the two health specialties. 


1. Burket, L. W.: Oral Medicine: Diagnosis and Treatment, ed. 3, 
Philadelphia, J. B. Lippincott Company, 1957. 

2. Bradlaw, R. V.: Dental Stigmata of Prenatal Syphilis, Oral Surg. 
6: 147-158 (Jan.) 1953. 

3. Cronkite, E. P.; Bond, V. P.; and Dunham, C. L.: Some Effects of 
Ionizing Radiation on Human Beings, United States Atomic Energy 
Commission, July, 1956. 

4. Bernier, J. L.: Effects of Atomic Radiation on Oral and Pharyngeal 
Mucosa, J. Am. Dental A. 39: 647-657 (Dec.) 1949. 
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ORGANIZATION SECTION 


REPORT OF JOINT COMMISSION 
ON ACCREDITATION OF HOSPITALS 


The August, 1957, bulletin of the Joint Commis- 
sion on Accreditation of Hospitals (660 N. Rush St., 
Chicago; Kenneth B. Babcock, M.D., director) is 
reproduced here for the information it contains that 
will be of interest to many physicians.—Ep. 


To provide quality care for patients in hospitals, 
scientific tools are a necessity for both diagnosis 
and treatment. Although the extent and complexity 
of these facilities depend upon the needs of the 
patients whom the hospital aims to serve, no hos- 
pital can be without basic laboratory and _ radio- 
logical services. 


Clinical Laboratory 


In every hospital there should be a well organ- 
ized, adequately supervised clinical laboratory with 
the necessary space, facilities and equipment to 
perform those services commensurate with the hos- 
pital’s needs for its patients. 

Good personnel and supervision are very im- 
portant factors. It would be ideal if every hospital 
had its own pathologist. This is impossible because 
the demand is greater than the supply. Also, the 
amount of work in smaller hospitals does not justify 
the full time services of a pathologist. The Joint 
Commission on Accreditation of Hospitals believes 
strongly that if a hospital does not have the full 
time services of a pathologist, it should at least have 
the services of a pathologist on a regular part time 
or consultative basis. A hospital is not criticised for 
sending tissues out to a pathologist but if that 
same hospital has not been visited by or had its 
laboratory supervised by a pathologist for quite a 
long period of time, it must of necessity be scru- 
tinized very carefully as to quality of service given. 

The employment of technicians registered by the 
American Society of Clinical Pathologists is a factor 
in evaluating quality of laboratory services. Here 
again the actual number employed means very little 
without taking into consideration the type of work 
performed. Very frankly, however, a hospital with- 
out the services of a pathologist and without regis- 
tered technicians cannot objectively be regarded as 
giving quality care. 

Besides supervision and competence of personnel, 
the hospital laboratory is evaluated on the basis 
of the adequacy, speed and completeness of its 
laboratory service. All reports should be signed and 
filed in the patient’s record. Duplicate copies should 
be filed in the laboratory. A tissue file and index 
should be maintained in every hospital laboratory. 


This index should be according to pathological 
diagnosis. Whether this index be simple or compre- 
hensive is a question of judgment of the hospital 
and its needs, 

Oral requisitions for laboratory work are not 
condoned. Requisitions may be made out by the 
nurse, but there should be an original order for the 
procedure, signed by the physician. This order 
should either be on the patient’s medical record or 
in the physician’s order book. 

In order for a hospital to be accredited, the Com- 
mission requires that a urinalysis and either a hemo- 
globin test or hematocrit determination be done on 
all patients admitted. These are minimal require- 
ments and in many instances should be exceeded. 
Additional requirements should be recommended 
and approved by the medical staff. The Commission 
has no requirements concerning laboratory work 
on outpatients. These policies should be determined 
by the local medical staff. 

In a modern hospital, it is desirable that the hos- 
pital have a blood bank, established and supervised 
under strict regulations. Where this is not possible, 
the hospital should have at least proper blood stor- 
age facilities under adequate control and super- 
vision. For the patient’s safety these storage 
facilities should have an adequate alarm system, 
notifying hospital personnel of loss of electric power 
or faulty temperatures. 

The percentages of autopsies performed and their 
utilization as a teaching medium is a very im- 
portant factor in the accreditation of a hospital, and 
of necessity is closely allied to the pathology de- 
partment. The actual procurement of permission 
for autopsies is largely a function and _ responsi- 
bility of the medical staff. An autopsy should be 
performed by a pathologist, but where this is not 
possible, the next best person is a physician versed 
in autopsy procedure and protocol. Every good 
hospital should have its own morgue if physically 
possible. The number of hospitals without morgues 
is quite high and the number not doing autopsies is 
considerable. Autopsies, as a means of staff educa- 
tion and improvement of clinical knowledge, rank 
extremely high in the minds of the Commissioners 
of the Joint Commission. As a rule of thumb, the 
Commissioners believe that non-teaching hospitals 
should have at least a 20% autopsy rate and teach- 
ing hospitals at least a 25% rate. Many good physi- 
cians feel this rate is too low and every effort should 
be made to exceed it. 

Attention has been called recently to the necessity 
for checking the calibration of special laboratory 
instruments and equipment regularly and period- 


| 
| 
V 16 
195 


Vol. 165, No. 2 


ically. Faulty thermometers and inaccurate color- 
imeters have been reported in several instances in 
hospitals. Further checking showed they had not 
been checked since placed in service. 

Where possible, the hospital pathologist should 
be a member of the tissue committee, preferably 
in an ex-officio, consultative capacity. The question 
has been frequently asked, “Should the pathologist 
be a member of the medical staff, entitled to vote 
and hold office?” The answer to this question is not 
within the jurisdiction of the Joint Commission on 
Accreditation of Hospitals and is a matter of judg- 
ment for each individual hospital. It can be stated 
from observation and information from most hos- 
pitals, that the answer is preferably “ves” and is 
done in the majority of hospitals. 


X-Ray Department 


A hospital, to be accredited by the Joint Commis- 
sion, must have diagnostic x-ray facilities available 
in the hespital building proper or in an adjacent 
clinic or medical facility which is readily accessible 
to the hospital patients, physicians and personnel. 
A hospital is not required to have therapeutic x-ray 
facilities. 

In the x-ray department, the need for qualified 
personnel is greatly stressed. Every hospital 
should have a qualified radiologist, either full-time 
or part-time on a consultative basis, to both super- 
vise the department and interpret films that require 
specialized knowledge for accurate reading. Hos- 
pitals without the services of a radiologist in any 
capacity, whose medical staffs read all films them- 
selves, are not considered as rendering high quality 
care. 

The presence of at least one technician registered 
by the American Registry of X-Ray Technicians is 
quite necessary in the opinion of the Commission. 

The original signed report of an x-ray film inter- 
pretation should be filed in the patient’s medical 
record. A duplicate should be filed in the depart- 
ment. An index of x-ray reports according to radio- 
logical diagnosis should be kept. 

The department should be free from all fire and 
explosion hazards and the equipment shock-proot. 
All proper and usual safety measures should be 
present. Personnel should be checked periodically 
(two times vearly at least) by blood counts and 
exposure tests. 

Because of the special hazards encountered in 
the usage of fluoroscopes, radium and _ isotopes, 
recommendations emanating from the American 
Medical Association, the American College of Ra- 
diology, the American Hospital Association, and 
approved by the Commissioners of the Joint Com- 
mission on Accreditation of Hospitals, have been 
synopsized and are reproduced below for guidance 
and information purposes. 

I. a. The use of fluoroscopes and radiographs in 

the department of radiology in institutions 
should be limited to members of the staff— 
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either medical or lay—who have “zen desig- 
nated as qualified by the radiologist or roent- 
genologist, and the use of fluoroscopes and 
radiographs in departments or divisions other 
than the department of radiology should be 
limited to members of the staff—either medi- 
cal or lay—who have been designated as 
qualified by the radiologist or roentgenologist 
or appropriately constituted committee. 

.A special sheet should be included in all 
hospital and clinic charts for data of fluoro- 
scopic examinations specifying date, site, 
roentgens per minute, exposure time, and 
operator. 

. All institutions should be requested to use 
timers on all fluoroscopes. 

. The use of radium element, its disintegra- 
tion products, as well as radioactive isotopes, 
shall be under the supervision of a physician 
with certification, or its equivalent, in radiol- 
ogy or therapeutic radiology. 

.No one shall be permitted to use radium 
element, its disintegration products, as well 
as radioactive isotopes, unless he has been 
designated as qualified by the radiologist or 
an appropriately constituted committee. 

Regulations shall be established, on the rec- 
ommendation of the medical staff, as to the 
administration of the application and remov- 
al of these materials. 

d. Ideally, a department having a supply of ra- 
dium element, its disintegration products, as 
well as radioactive isotopes, should have a 
physicist qualified in radiation physics by the 
Board of Radiology, preferably as a full-time 
member of the department; such a physicist 
to be available in consultation for dosage 
problems involving radium as well as _ re- 
sponsible for the safe housing of radioactive 
isotopes, the protection of patient and per- 
sonnel, and the disposal of waste products. 


II. 


— 


Accreditation of Psychiatric Hospitals 


A joint statement was sent by the American Psy- 
chiatric Association and the Joint Commission to 
every mental institution in the United States and 
Canada announcing that after Jan. 1, 1958, the Joint 
Commission would survey mental institutions on 
request. Mental institutions already on the accred- 
ited list published by the Joint Commission will 
automatically be surveyed at the proper time and 
they will be notified at least two weeks in advance. 

Mental institutions never previously surveyed 
should notify the Joint Commission of their desire 
for survey. Schedules of surveys are made up months 
in advance and any request should be in the hands 
of the Commission before Jan. 1, 1958, to insure 
survey if possible for the forthcoming year. 

Please note the Joint Commission’s survey does 
not eliminate survey by the American Psychiatric 
Association if so desired and requested. 
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Publication 


Every hospital accredited by the Joint Commis- 
sion on Accreditation of Hospitals for three years 
(full accreditation) has been sent a copy of the 
new pamphlet entitled, “You Can Have Confidence 
in Your Hospital.” 

In the future, all hospitals that have been non- 
accredited or accredited for one year will be sent a 
copy when accreditation for three years has been 
attained. 

This pamphlet was prepared for hospitals to use 
as a device to explain to patients and the community 
what accreditation means. It is already proving 
quite successful. 


FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 
Tax Deduction for Higher Education 


Senator Langer (R., N. D.) proposes, in S. 2479, 
to amend the Internal Revenue Code, allowing a 
taxpayer, in calculating his income tax, to deduct 
from his adjusted gross income amounts paid by 
the taxpayer during the taxable year for tuition fees, 
books, and supplies, for himself, his spouse, or a 
dependent attending college. This bill was referred 
to the Finance Committee. 


Cigarette Labeling 


Senator Bennett (R., Utah), in S. 2554, would 
amend the Food, Drug, and Cosmetic Act by re- 
quiring that any package or carton of cigarettes 
introduced in interstate commerce bear a label con- 
taining the following words: “WARNING: Pro- 
longed use of this product may result in cancer in 
lung, heart, and circulatory ailments, and in other 
diseases.” 

Representative Fino (R., N. Y.), in H. R. 8947, 
proposes to provide “that cigarettes sold in inter- 
state commerce shall be packaged and marked so 
as to show the nicotine content and the tar content 
of the cigarettes in each package.” Both measures 
were referred to the Interstate and Foreign Com- 
merce Committee. 


Public Health Training and Services 


Senators Hill (D., Ala.), Ives (R., N. Y.), Kennedy * 


(D., Mass.), McNamara (D., Mich.), and Cooper 
(R., Ky.) have introduced, in $. 2580, a measure 
which would authorize an amount, not to exceed 
1 million dollars (out of the 30 million dollars al- 
ready authorized), to enable the surgeon general 
to make grants-in-aid under terms and conditions 
prescribed by regulation. The purpose of the grants 
would be for the support of public or nonprofit edu- 
cational institutions which provide comprehensive 
professional training, specialized consultative serv- 
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ices, and technical assistance in the fields of public 
health and in the administration of state and local 
public health programs. This measure was referred 
to the Labor and Public Welfare Committee. 

Representative Macdonald (D., Mass.), in H. R. 
8862, has introduced a measure identical to that 
of Senator Humphrey (D., Minn.), in S. 2304, 
previously reported. These measures would provide 
“an emergency five-year program of grants and 
scholarships for post-graduate education in the field 
of public health.” Representative Macdonald would 
authorize the following appropriations: 1. One mil- 
lion dollars annually to make payments:to schools to 
assist in maintaining and increasing their enrollment 
of graduate students. These funds could be used 
for “establishing, maintaining, and enlarging staffs 
and in maintaining and operating their facilities 
(including the acquisition of equipment) for such 
training.” Payments would be made on the basis of 
15% of the basic operating costs of graduate in- 
struction plus $500 for each full-time student in 
excess of 30 students, plus $500 for each full-time 
student in excess of the average past enrollment. 
The total payment, however, could not exceed 50% 
of the basic operating costs of the school. 2. One 
million dollars annually for five years for construc- 
tion and equipment grants not to exceed 50% of the 
cost of equipment. 3. A total of $1,500,000 over a 
six-year period for scholarships. This measure was 
referred to the Committee on Interstate and For- 
eign Commerce. 


Additives in Food 


Representative Wolverton (R., N. J.), in H. R. 
8629, has introduced a measure which would pro- 
hibit the use of additives in food that have not 
been adequately tested to establish their safety. 
The pretesting data would have to be submitted 
to the Secretary for a reasonable period of time 
to evaluate such data before the additive could 
be used. This bill was referred to the Interstate and 
Foreign Commerce Committee. 

Representative Farbstein (D., N. Y.), in H. Res. 
311, proposes tu “establish a select committee to 
conduct a full and complete investigation and study 
of the use of chemicals and other additives in food, 
medicine, and beverages to ascertain what deleteri- 
ous effects such chemicals have on human life and 
health.” This bill was referred to the Rules Com- 
mittee. 


Liberalization of Social Security Amendments 
Representative Perkins (D., Ky.), in H. R. 8774, 
proposes to liberalize the Social Security Act to 
(1) increase the base upon which the social security 
tax is levied from $4,200 to $6,000 annually; (2) in- 


crease the maximum monthly benefits for an indi- 


vidual from $108.50 to $138.50 per month; (3) 
increase the minimum monthly payments from $30 
to $35 per individual; (4) reduce the retirement age 
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to 60 years for both men and women (the present 
requirement age is 65 years for men and 62 years 
for women); (5) reduce to 50 years the age at 
which widows could receive full benefits; (6) re- 
duce requirements for disability payments to simply 
the standards for being fully insured, that is, cover- 
age for 40 quarters or one-half the quarters since 
1950, with a minimum of 6 quarters (the present 
law requires that an individual be fully insured, 
insured currently [1'2 years out of previous 3 vears | 
and have been insured 5 out of the previous 10 
years) and (7) repeals the section in the present 
law which requires that a person entitled to dis- 
ability benefits would have his payments reduced 
by the amount received from other governmental 
pension plans or workmen's compensation law or 
act of physical or mental impairment. 
Representative Kean (R., N. J.), in H. R. $883, 
would amend the Social Security Act in a number 
of ways to: (1) include compulsory coverage 
of physicians under Old Age and Survivors In- 
surance; (2) provide benefits for dependents dur- 
ing the periods of disability when the worker is 
unable to engage in substantial gainful activity, 
equivalent to benefits at retirement (if the worker 
refused rehabilitation, the benefits to dependents 
would be denied); (3) authorize payment for re- 
habilitation services for the disabled worker from 
the disability trust fund; (4) increase the maximum 
monthly benefits for covered individuals from 
$108.50 to $118.50, for married couples without 
children from $162.80 to $177.25, maximum family 
benefits would be raised from $200.00 to $271.25. 
and widows and widowers monthly payments would 
be raised from $81.40 to $94.80; (5) raise the maxi- 
mum family benefits for widows and their depend- 
ent children from $200.00 to $296.25; (6) raise the 
base wages subject to tax from $4,200 to $4,800 
annually (no increase in rates is proposed; by 1975, 
the self-emploved physician [it by then covered] 
would pay the scheduled 6%s% on $4,800 or $306 a 
year); (7) increase 1% per year over present bene- 
fit levels for those who delay retirement beyond 
65 vears until 72 years of age is reached. Thus, the 
retired worker who delaved retirement until age 
72 could receive an additional $8.33 monthly or a 
total of $126.83 instead of $118.50. Both measures 
were referred to the Wavs and Means Committee. 


Committee to Study Federal-State Grants 


Representative Bow (R., Ohio), in H. Res. 302, 
and Representative Landrum (D., Ga.), in H. Res. 
312, have introduced identical measures which pro- 
pose to create a select committee of the House to 
study activities in which the federal government 
extends aid to state and local governments, indi- 
vidual agencies, or to individuals “to determine (1 ) 
what justification now exists for Federal aid in any 
field; (2) and in what fields of activity existing 
programs of aid should be continued, or increased, 
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or terminated; (3) whether new programs of aid 
should be started; (4) the impact of Federal grants- 
in-aid programs upon beneficiary States as to in- 
ternal politics, economics, administrative structure, 
and local incentives and independence; (5) the 
future ability of States and the Federa! Govern- 
ment to finance activities usually the subject of 
such grants; and to make such recommendations as 
it deems advisable.” 

Representative Pelly (R.. Wash.) proposes, in 
H. Res. 318, to authorize the Wavs and Means Com- 
mittee to study desirability of discontinuance by the 
government of levying and collecting certain taxes, 
giving the states priority in such fields. These bills 
were referred to the Rules Committee, which re- 
ported in favor of H. Res. 312, and increased the 
members of the select committee from five to nine. 


Study Commission on Problems of the Blind 


Representatives Wainwright (R., N. Y.), in H. R. 
8427, and Elliott (D., Ala.), in H. R. 9055, have 
introduced identical measures which propose to 
establish a Presidential Study Commission on Prob- 
lems of the Blind. This measure has the support of 
the Administration and would authorize the Presi- 
dent to appoint 21 members from among persons 
with knowledge of and interest in problems of the 
blind. Leaders in medicine, education, social work. 
psychology, rehabilitation, and related professions 
and volunteer agencies and the public would be 
represented. At least three of the members must be 
blind persons. The commission would make » broad 
aid comprehensive study of programs and _ activi- 
ties relating to blindness and the needs of blind 
persons. Two hundred thousand dollars annually 
would be authorized tor the expenses of the study, 
which must be completed in three vears. This 
measure was referred to the Committee on Edu- 
cation and Labor. 


Medical Care in Alaskan Military Hospitals 


Delegate Bartlett (D., Alaska) has introduced, in 
H. R. 8944. a measure which would authorize, in 
the Army and Air Force hospitals and dispensaries 
outside the continental limits of the United States 
and in Alaska, the same services, for all military 
personnel and their dependents and other specified 
civilians, now given in the naval and Marine Corps 
medical facilities. The bill would amend the present 
law to read as follows: 


In addition to those persons, including the dependents of 
Armed Forces personnel, now authorized to receive hospitali- 
zation at Army, Navy, or Air Force hospitals, hospitalization 
and dispensary service may be provided at Army, Navy, or 
Air Force hospitals and dispensaries outside of the conti- 
nental limits of the United States and in Alaska, to officers 
and employees of any department or agency of the Federal 
Government, to employees of a contractor with the United 
States or his sub-contractor, to the dependents of such per- 
sons, and in emergencies to such other persons as the 
Secretary of the military department concerned may _pre- 
scribe: Provided, That such hospitalization and dispensary 
service to other than the dependents of the Armed Forces 


164 COUNCIL ON MEDICAL SERVICE 


personnel shall be permitted only where facilities are not 
otherwise available in reasonably accessible and appropriate 
non-Federal hospitals. The charge for hospitalization or 
dispensary service for persons other than dependents of 
Armed Forces personnel as specified in this section shall be 
at such rates as the President shall from time to time pre- 
scribe, and shall be deposited to the credit of the appropria- 
tion or fund for the maintenance and operation of Army, 
Navy, or Air Force hospitals. 

This measure was referred to the Armed Services 
Committee. 


Studies for Older Persons 


Representative Flood (D., Pa.) proposes, in H. R. 
9025, to authorize, over a six-vear period, federal 
grants of $154,560,000 to states, public and non- 
profit institutions, and organizations to assist in the 
development and operation of studies and projects 
to help solve the problems of older persons through 
projects which will help— 

(1) older persons to secure gainful employment, including 
self-employment in their own businesses; 

(2) older persons to enjoy retirement income sufficient to 
support a reasonable and improved standard of living; 

(3) provide older persons, so far as possible, the oppor- 
tunity of living in their own homes, or, if they so desire, in 
suitable private or public facilities; 

(4) olde: persons to receive adequate preventive and 
therapeutic medical and dental care, and hospital, surgical, 
nursing, and other health services; 

(5) make voluntary hospital and medical-care-i f 
protection available to all older persons; 
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(6) make available opportunities for rehabilitation which 
will restore to independent useful lives older persons who 
are physically or mentally disabled; 

(7) provide services such as counseling, information, adult 
education, vocational retraining, recreation, and social case- 
work for individuals who are planning for retirement or need 
such services in their later years; 

(8) increase research in geriatrics and other aspects of 
aging; and 

(9) train personnel necessary to provide specialized serv- 
ices to older persons in the fields of medicine, dietetics, 
nursing, psychology, counseling, education, recreation, social 
work, and in such other fields as will carry out the purposes 
of this Act. 

This measure was referred to the Education and 
Labor Committee. 


Regulation of Hazardous Substances for 
Household Use 


Senator Bush (R., Conn.), in $. 1900, and Rep- 
resentative Williams (D., Miss.), in H. R. 9063, 
have introduced virtually identical measures to 
regulate the interstate distribution and sale of pack- 
ages of hazardous substances intended for house- 
hold use to insure proper labeling. The label 
would carry such words as: “dangerous,” “warn- 
ing,” “caution,” and “keep this out of the reach of 
children,” and would also suggest first-aid treatment 
to minimize injury until medical attention could be 
secured. These measures were referred to the re- 
spective Interstate and Foreign Commerce Com- 
mittees. 
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HEALTH MAINTENANCE FOR THE OLDSTER 


Henry A. Holle, M.D., Austin, Texas 


This is the fourth of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series will 


be published in booklet form. 


The immediate past-president of the American 
Medical Association, Dr. Dwight H. Murray, in his 
address in Chicago last year said: “I sincerely be- 
lieve that it is Nature's plan that we remain physi- 
cally and mentally alert to the end of our days.” 
Surely there are none who would dispute the de- 
sirability of such a favorable outlook for the future. 


Commissioner of Health, Texas State Department of Health. 

Members of the Committee on Aging are Drs. H. B. Mul- 
holland, Chairman, Charlottesville, Va.; Edward L. Bortz, 
Philadelphia; Henry A. Holle, Austin, Texas; Wingate M. 
Johnson, Winston-Salem, N. C.; Theodore G. Klumpp, New 
York; Frederick C. Swartz, Lansing, Mich.; and Cecil 
Wittson, Omaha. Committee Staff: Mr. George W. Cooley, 
Secretary, and Mr. Herbert B. Norton, Research Assistant. 


It is evident that as time goes on people will live 
longer. But it is not enough to live so that one might 
be enabled to wait for death. Life should provide 
such priceless ingredients as physical and mental 
health and well-being—the will to live. During the 
Federal-State Conference on Aging in Washington, 
D. C., in June 1956, it was stated that the Council 
of State Governments had compiled a “Bill of Ob- 
jectives for Older People.” 

This list included such items as physical and 
mental health, including rehabilitation; equal op- 
portunity to work; home living; adequate minimum 
income; participation in community activities; free- 
dom, independence, and initiative. One will observe 
that these objectives are no different from those to 
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which any of us would aspire. But, in my judgment, 
the maintenance of physical and mental health is 
fundamental to the other objectives mentioned. 

As physicians, we are quick to agree that in health 
“a stitch in time saves nine.” But our attention has too 
often been drawn away from the person who, for the 
moment, at least, was not ill. We have concerned 
ourselves almost exclusively with those who com- 
tained of symptoms and who needed relief. This took 
all of our time. Moreover, we have always been re- 
luctant to risk being placed in the position of seeming 
to solicit business. 

All of these reasons for our failure to take action in 
the field of health conservation are understandable. 
But we should now take a more positive approach to 
health maintenance in our oldsters. Keeping well is 
important to all of us. It is the key basic need in older 
age groups. The interest of the apparently well senior 
citizen in his own health has been grossly underesti- 
mated, Our work is thereby made easier. 

For many years we have ignored the so-called de- 
generative or chronic diseases in the elderly. We ac- 
cepted them as matters of course in the treatment of 
more acute symptoms. Now our researchers are study- 
ing tissue cells to find out why their rate of replace- 
ment slows down with increasing age. Who can say 
that these mysteries will not be solved? Who can say 
that atherosclerosis may not some day be reversible, 
or at least preventable? 

Because of these things, we see a beginning realiza- 
tion on the part of physicians in practice and in health 
agencies that the development and application of regi- 
mens of health maintenance in our oldsters can be 
tremendously productive. If we take this positive ap- 
proach to the “stitch in time” philosophy, we may 
avoid being faced with the necessity of doing a com- 
plete sewing job later on when it can do little good. 

Too much emphasis cannot be placed upon the need 
for a medical advisor in the middle and senior years. 
We need here the individual physician-patient rela- 
tionship. It pays its greatest dividend during the years 
when body reserves are dwindling and when advan- 
tage should be taken by the physician of intimate 
knowledge of the individual patient gained through 
years of experience as his medical advisor. 

Like the management of diabetes, health mainte- 
nance in the oldster, or the science of keeping him 
well, is a long-range undertaking. It must, of necessity, 
not be limited to the treatment of symptoms when they 
arise. The approach must be one of sympathetic under- 
standing of what makes him “tick” and an interest in 
his over-all health problems. One need not add that 
he must be made to feel that his physician is sincerely 
interested in him as an individual. 

This interest should include such fundamentals of 
good health as his home; the food he eats; his personal 
living and recreation habits; outlook on life and mo- 
tivation for living; and the avoidance of fatigue. Other 
articles in this series discuss in more detail a number 
of these keystones of life and health maintenance of 
the oldster. How then does one keep him well? 
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Our colleagues in pediatrics have long used the 
“well baby clinic” as a productive device to insure 
optimum health maintenance in young children. As 
yet we have scarcely scratched the surface in utilizing 
this technique in our senior citizens. The “well oldster 
clinic,” properly managed, will vield a far richer source 
of things that need doing. The doctor's office is the 
best place for this activity. The conditions most com- 
monly uncovered are cardiovascular disease, cancer, 
arthritis and rheumatism, mental diseases, nephritis, 
glaucoma, diabetes, obesity, anemia, and loss of vision 
and hearing. Lronically, some of these conditions might 
well have been the targets in a program of health 
maintenance during the early and middle years. 

In this connection it seems somewhat inconsistent 
for us to express concern over the health of the pre- 
school child, with a little more attention to his health 
through the elementary school grades, only to forget 
about him later. At junior-high-school age, he then is 
assumed to have achieved an Achilles-like state of 
physical and mental well-being, receiving no more 
frequent and directed medical supervision, except dur- 
ing periods of acute illness. Finally, when his body 
and mind have become worn with the fatigue of a 
half-century of struggle in a highly competitive and 
industrialized society, we again express a concern for 
his infirmities which we reter to as chronic diseases 
of old age. 

The conditions found in the oldster may loom as 
formidable obstacles to the joy of living unless we 
begin a carefully managed program of secondary pre- 
vention. By secondary prevention we no longer mean 
the prevention of the condition itself, but rather a 
regimen to minimize its adverse effect. Secondary 
prevention is a positive program of hopeful action—a 
refusal to subscribe to the negative outlook which, 
in too many minds, is reconciled to the futility of 
ettort. 

Those who work with these patients know that the 
potential harvest of accomplishment is very great. But 
each case calls for a long-range plan of management, 
and the physician is the key to its success. The patient 
must learn to live with what he has left. But the more 
we are able to conserve his health resources, the more 
effectively he will be enabled to carry on as an active 
oldster. 

It is not my purpose to describe the clinical proce- 
dures which are necessary to achieve health mainte- 
nance. Many of the elements of such a program are 
covered in other articles in this series. Each patient 
must be managed somewhat differently, according to 
his own needs. Medical or surgical procedures, if they 
are necessary, should not be avoided purely on the 
basis of age. 

There should be sufficient flexibility to permit 
changes in living habits in the light of what develops 
with the further passage of time. Periodic reappraisals 
will be necessary and good records are essential. The 
entire program is designed to provide the maximum 
activity and participation permissible 
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Activity and participation in the living process 
are vital essentials in the life of the older person. 
Most of us have observed that sudden retirement 
without adequate preparation is a killer of men. 
Inactivity breeds depression and loneliness; death, 
too often, soon follows in their wake. Life must go 
on and there must be people to share it with; there 
must be things to do. 

Our systems of mandatory retirement based on 
chronological age are not consistent with our other 
efforts to conserve human_resources. As our 
methods of measuring productive capabilities of 
people become objective and reliable, the policy of 
sudden forced retirement will, in all likelihood, 
give way to a more gradual reassignment of duties 
in keeping with variations in the physical and 
mental aptitudes of individual employees. 

We stress productive activity because of its im- 
portance to health maintenance in the oldster, This 
is especially true of mental health. One cannot 
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stand still. As time moves on we either go forward 
or backward. Unless, over the years, we have pre- 
pared for retirement through the development of 
a hobby or an avocation, the sudden cessation of a 
lifelong activity makes a disastrous impact on our 
well being. For these reasons, many oldsters will 
need to be referred to day-centers for recreational 
activities or to a so-called sheltered workshop for 
productive work. The physician will wish to utilize 
these and other facilities for time consuming edu- 
cational and ancillary services for his patients. 

Public health agencies are giving top priority to 
chronic diseases, and many other agencies are also 
providing increased services for the aging. These 
activities will result in many referrals to private 
physicians for diagnosis and treatment. It is my 
hope that we as physicians will meet this challenge 
through the individualized approach which has 
distinguished the practice of medicine in the 
United States. 


SPECIAL COMMITTEE ON INFLUENZA 


COMMITTEE ON DISEASE REPORTING AND EPIDEMIC SURVEILLANCE 


The Surgeon General of the U. S. Public Health Service called a special meeting of state and 
territorial health officers in Washington, D. C., on Aug. 27-28, 1957, to discuss and otherwise 
consider national and community plans to cope with Asian influenza. Members of the A. M. A. 
Special Committee on Influenza participated in the two-day meeting. Here are some of the rec- 


ommendations adopted by this group. 


The important laboratory work lies in the sub- 
stantiation of an epidemic and is of little value to 
the individual patient. In the identification of an 
outbreak, throat washings and paired serums should 
be submitted from at least 12 clinical cases. Accom- 
panying the specimens should be a clinical abstract 
and data on how specimens were taken. In the face 
of an explosive outbreak of upper respiratory illness 
the specimens should be gathered within the first 
three days of illness and submitted through the 
state health authority. 

Technical information on securing and preparing 
specimens together with restrictions should be dis- 
seminated through state channels. Local health 
authorities should participate in the evaluation of 
an epidemic situation in accordance with existing 
policy. 

It is recommended that the several states plan to 
gather intelligence rapidly regarding the occurrence 
of pneumonia. Since bacterial identification by 
sputum specimen is as important as virus diagnosis, 
it is further recommended that sputum specimens 
for bacterial study, as well as antibiotic sensitivity, 
be taken as soon as pneumonia is suspected. The 
pneumonia rate in the extremes of age should be 
used as a sensitive index to assess the severity of 
an epidemic. 


FRANK W. Barton, Secretary. 


It is recommended that each state submit a week- 
ly situation report to the Public Health Service for 
operational purposes. It is further recommended 
that the states adopt a program of (1) epidemic 
reporting by counties to the states and then to the 
Public Health Serivce; (2) adoption of a standard 
method of gathering and reporting information on 
outbreaks; and (3) sampling of absentee rates in 
selected schools and industries. 

In order to facilitate analysis of data gathered 
and to aid local, state, and national management 
of the epidemic, states are urged to participate in 
the proposed Public Health Service surveillance and 
reporting programs. 

It is recommended that as much useful informa- 
tion should be gathered in an epidemic investi- 
gation as possible and should include, but not be 
limited to, symptoms and etiology as determined 
by laboratory confirmation on a_ representative 
sampling, complications and mortality, and age 
groups involved. Suggested forms for gathering 
useful information in organized fashion are being 
developed by the subcommittee on epidemic intelli- 
gence and the Public Health Service. Therefore, 
these forms are commended to the states for organ- 
izing and reporting such information as they are 
able to obtain, 
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It is recommended that assistance be provided 
from the Public Health Service in support of virus 
laboratories in state health departments to include 
diagnostic materials and training of laboratory per- 
sonnel. Further, the providing of aid in epidemio- 
logical personnel by the Public Health Service to 
the states at the latter’s request is recommended. 
The Public Health Service should assist the states 
by planning for future conferences concerning epi- 
demic progress as seem to be needed. 


Committee on Vaccination Promotion 


What should be the primary objectives empha- 
sized in vaccination promotion programs? 

The primary objective in promoting vaccine pro- 
grams is to prevent illness and death from epidemic 
influenza within the limits of available vaccine. 

Should there be a system of interstate allocation 
of influenza vaccine? 

We recommend that there be a system of inter- 
state allocation of vaccine based on a voluntary 
agreement with the manufacturers. 

What priorities, if any, should be established for 
influenza vaccination and how and by whom shouid 
these be determined? 

Reso.vep that the surgeon general of the Public 
Health Service recommend to civilian physicians 
that they give priority to: (1) those individuals 
whose services are necessary to maintain the health 
of the community; (2) those individuals necessary 
to maintain other basic community services; (3) 
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persons with tuberculosis and others who in the 
opinion of the physician constitute a special medi- 
cal risk; and be it further 

Resotvep that the Committee on Influenza of the 
A. M. A. take such action as necessary to assist in 
implementation of these recommendations. 

Whereas other basic community services vary 
from place to place, be it resolved that each level 
of government be encouraged to establish advisory 
committees broadly representative in nature to con- 
sider which groups are deemed essential to main- 
tain necessary services. 

What recommendations should be made regard- 
ing vaccination of children? 

Administration of influenza virus vaccine con- 
taining the Asian strain is approved for use in 
children and it may be initiated at about three 
months of age. From experience with earlier vac- 
cines evidence has been obtained that a somewhat 
better antibody response can be obtained in chil- 
dren if the vaccination is given in two injections 
instead of one. The doses recommended are as 
follows: 

For preschool-age children (3 months to 5 years) 
—0.1 cc. intracutaneously or subcutaneously, re- 
peated after an interval of one to two weeks. 

For children 5 to 12 years of age—0.5 ec. sub- 
cutaneously, repeated atter an interval of one to 
two weeks. For children of 13 years of age and 
older, the dose for adults (1.4 cc. subcutaneously 
in a single injection ) may be used. 


MEDICINE AND THE LAW 


PATIENTS RIGHT TO PRIVACY 


This is the second in a series of six articles dealing with the necessity for and proper format 
of certain medicolegal forms. The subjects to be covered are (1) consent to operations and 
other medical procedures; (2) patient's right to privacy; (3) confidential communications and 
records; (4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Depart- 
ment of the American Medical Association under the title “Medicolegal Forms with Legal 
Analysis.” The book will include extensive legal citations and a substantial number of addi- 
tional forms which have not been included in this series of articles.—Ep. 


In recent vears there has been a trend among the 
courts to provide a remedy, in the form of an action 
in tort, for the violation of an individual's right of 
privacy. The individual has a right to be “left alone” 
and not be subject to unwarranted and unwanted 
publicity, with possible attendant shame, mortifica- 
tion, and humiliation. 

A patient has the same right of privacy that any 
other individual has. He has a right to have informa- 
tion relating to his condition kept secret and not 
made the subject of publicity. When a patient dis- 
robes for an examination, operation, or any other 


medical procedure, he does so for the professional 
benefit of the physician and he does not expect to 
be subjected to the examination of other persons, 
medical or nonmedical, who are not necessary to 
the carrying out of the medical procedure. The 
admission of nonessential persons, without the 
specific consent of the patient, constitutes a violation 
of the patient's right of privacy. Nor does the pa- 
tient, when he submits to a medical procedure, 
consent to the taking of his picture tor future 
publication, The unauthorized taking of pictures 
of the patient, even though they have not been 
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published, will give rise to a cause of action. One 
of the most frequent violations of a patient's right of 
privacy is the unauthorized use of his picture. It 
is immaterial that the patient’s condition is made 
public because it is newsworthy and of interest to 
the public or that unessential persons are permitted 
to observe the patient or pictures of the patient 
are taken and published for the purpose of ad- 
vancing medical science or educating the public. 

The attorney general of New York made the 
following answer to the state department of health’s 
question whether it could, legally, present an educa- 
tional exhibit of “before and after” pictures of can- 
cer patients at the state fair: “It is my opinion that 
you may not legally make use of these photographs 
for the purpose of public display as set forth in 
your letter, without the consent of the subjects of 
the photographs, if they are of living persons. While 
it is true that the contemplated use may have a 
distinct social value for the general instruction and 
information of the public, vet I believe that the 
unauthorized use of such pictures is barred by the 
provisions of the statute. . . . The unfortunate per- 
son afHicted with a malignant disease such as 
cancer may very well have a perfectly natural and 
readily understandable aversion to having a photo- 
graph or picture showing his condition displayed 
before the public.” Publicity may be given to the 
patient's condition, observers may be admitted, and 
pictures may be taken and published only as speci- 
fically consented to by the patient. To facilitate 
proof, if such should become necessary, the consent 
should be in writing. It should state specifically just 
what it is that the patient consents to with respect 
to observers, pictures, etc. If there are any restric- 
tions or limitations on the consent they must be 
strictly observed. 

In addition to having his right to privacy re- 
spected by the physician, the patient has a right to 
receive from the physician, at all times, decent and 
respectful treatment. 


Form 1.—Authority to Admit Observers 


PATIENT'S NAME AGE.....<.. DATE 


I hereby grant authority to Dr. 


and to Hospital to permit the 
presence of such observers as they may deem fit to admit in 
addition to physicians and hospital personnel, while I am 
undergoing (operative surgery) (childbirth), examination, 
and treatment. 


Signed 


Witness 


Form 2.—Consent to Taking of Photographs 
In connection with the medical services which I am re- 


ceiving from Dr, , | consent that 
photographs may be taken of me or parts of my body, under 
the following conditions: (1) The photographs may a taken 
only with the consent of my physician or surgeon and under 
such conditions and at such times as may be approved by 


him. (2) The photographs shall be taken by my physician or 
xy a competent photographer, approved by my physician. 
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(3) These photographs shall be used for medical records 
only, unless, in the judgment of my physician, medical re- 
search, education, or science will be benefited by their use. 
In that event I agree that they may be used for such pur- 
poses, provided that my identity is not revealed by the 
photographs or by descriptive texts accompanying them. 


Signed 
Date 


Witness 
Form 3.—Consent to Publication of Photographs 


PATIENT PLACE Date 


1. I hereby authorize Dr. 
and such assistants, photographers, and technicians as he 
may engage for this purpose, to take such photographs of me 
as he may desire before, during, and after the operation 


which is to be performed upon me on or about....................- 


imeem 19........, and to permit such photographs to be 
published and republished in professional journals and medi- 
cal books or to be used for any other purpose which he may 
deem fit in the interest of medical sieodiem, knowledge or 
research, 

2, Authority is further given to permit the modification or 
retouching of the aforementioned photographs, and to the 
publication of information relating to my case, either sep- 
arately or in connection with the publication of the photo- 
graphs taken of me. 

3. Although I give permission to the publication of all de- 
tails and photographs concerning my case, it is specifically 
understood that I will not be identified by name. 


Signed 


Witness 


Form 4.—Consent to Televising of Operation 


PATIENT PLACE 


In the interest of medical education and knowledge, | 
hereby consent to the televising of the operation which is 


scheduled to be performed upon me on or about 
19......... | hereby authorize Dr. 


and the Hospital to admit to the 
operating room, the cameramen and technicians who are to 
participate in the televising of this operation, in addition to 
the usual hospital staff. 


Signed 


Witness 


Form 5.—Consent to Taking of Motion Pictures of Operation 


PATIENT PLACE DATE 


1. 1 hereby consent to the taking of motion pictures of the 
operation which is scheduled to be performed upon me on or 


about a I authorize Dr. 


and the 
Hospital to admit to the operating room, the cameramen 
and technicians who will participate in the filming of this 
operation. 

2. I hereby and forever waive all rights that I may have to 
any claims for payment or royalties in connection with any 
exhibition, televising, or other showing of this motion pic- 
ture film, regardless of whether such exhibition, televising, or 
other showing is under philanthropic, commercial, institu- 
tional, or private sponsorship, and irrespective of whether a 
fee of admission or film rental is charged. 

3. 1 grant this consent as a voluntary contribution in the 
interest of medical education and knowledge and subject 
only to the condition that I will not be identified by name 
in this motion picture film. 


Signed 


Witness 
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MEDICAL NEWS 


CALIFORNIA 


Grants for Cardiovascular Studies.—The American 
Heart Association, in support of their studies of 
heart and blood vessel diseases, has awarded grants 
totaling $149,792 to 24 scientists from California. 
The awards are among 225 national grants-in-aid 
totaling $1,395,285. Largest of the grants, $8,600, 
went to Dr. Arthur Selzer and Dr. Forrest Willett, 
of Veterans Administration Hospital, Fort Miley, 
for a fellowship to Dr. David Y. Naruse, of San 
Francisco, who will do research to clarify the mech- 
anisms responsible for cardiac shock and test the 
effects of various drugs in overcoming cardiac shock. 


Cardiovascular Research Institute.—Dr. Julius H. 
Comroe Jr. medical researcher and educator, has 
been named director of the Cardiovascular Research 
Institute at the University of California Medical 
Center, San Francisco. Dr. Comroe comes from the 
University of Pennsylvania Graduate School of 
Medicine, Philadelphia, where he was chairman of 
the department of physiology and pharmacology. 
He has been appointed a professor of physiology 
on the University of California faculty. 

The institute will be devoted to an intensive, 
many-phased research attack on diseases of the 
heart and circulatory system. Quarters for the in- 
stitute are being built on the 13th floor of Herbert 
C. Moffitt Hospital and are to be ready for oc- 
cupancy next July. Several research programs are 
already in progress, however. Dr. Comroe has served 
on numerous research and advisory committees of 
scientific organizations and from 1944 to 1946 was 
a medical research consultant to the Army. In 1956 
he became chairman of the Physiology Study Sec- 
tion of the U. S. Public Health Service. He is cur- 
rently president of the Laennec Society and a 
councillor of the American Physiological Society. 


COLORADO 


State Medical Society Meeting.—The 87th annual 
session of the Colorado State Medical Society will 
be held Sept. 24-27 at the Shirley-Savoy Hotel, 
Denver. The presidential address will be given by 
Dr. Gatewood C. Milligan, of Englewood. Round- 
table discussions and luncheons will be held Sept. 
25 and Sept. 26. On Sept. 27 “the Practicable Aspects 
of Professional Liability; A Medicolegal Clinic,” 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


will be conducted with Edwin J. Holman, LL.B., 
Chicago, serving as guest moderator. A special pro- 
gram by the law department of the American Med- 
ical Association and the Medicolegal Committee 
of the Colorado State Medical Society will be held 
Sept. 27. A symposium on “What Has Been Done in 
Colorado” will be conducted by Drs. Monroe Tyler, 
Denver, Henry Thode, Fort Collins, and Mason 
Light, Gunnison. Entertainment includes a banquet 
the evening of Sept. 26. Technical exhibits are 
planned. For information write the Colorado State 
Medical Society, 835 Republic Building, Denver 2, 
Colo. 


ILLINOIS 

Chicago 

Research Award.—The Dr. Morris L. Parker award, 
given annually upon recommendation of the faculty 
of the Chicago Medical School for meritorious sci- 
entific research, was conferred this year on Abraham 
R. Goldfarb, Ph.D., assistant professor of biochem- 
istry, and Waldemar Dasler, Ph.D., also an assistant 
professor of biochemistry. Dr. Dasler received the 
award because of his studies having to do with 
lathryism. Dr. Goldfarb was given the award be- 
cause of his work in connection with the isolation 
of a master chemical in ragweed pollen. The award, 
$500, was made during the recent commencement. 


Clinic for Headache Studies.—A clinic has been 
opened as part of the Chicago Medical School's neu- 
rological clinic at Mt. Sinai Hospital at which stud- 
ies will be confined to the severe and persistent 
headache in an attempt to discover its possible re- 
lationship to the more severe forms of mental illness. 
Patients are referred to the clinic only from other 
departments of the hospital, after preliminary inter- 
view in the neuropsychiatric department of the 
Medical School. After neurological, psychiatric, and 
physiological tests, they are enrolled in the head- 
ache clinic for study and treatment or other type 
of therapy needed to fit the diagnostic impression. 
Dr. Louis §. Schlan heads the project. The clinic, 
made possible by a grant from Sandoz Pharmaceu- 
tical Company, will be held Monday mornings from 
9:30 to noon. 


IOWA 


State Academy of General Practice Meeting.—The 
ninth annual meeting of the lowa Chapter of the 
American Academy of General Practice will be held 
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Sept. 22-24 at the Savery Hotel, Des Moines. The 

program includes the following papers by out-of- 

state speakers: 

The Relationship of the GP to Industry, Dr. Charles F. 
Shook, Toledo, Ohio. 

The Postphlebitic Syndrome, Dr. Geza de Takats, Chicago. 

Recent Advances in the Etiology of Mild Respiratory Dis- 
eases, Dr. Thomas G. Ward, Notre Dame University. 

Initial Management of the Seriously Injured Patient, Dr. 
Claude R. Hitchcock, University of Minnesota, Minneap- 
olis. 

Diagnosis of Acute Internal Injuries, Dr. Daniel J. Moos, 
University of Minnesota. 

Surgical Treatment of Varicose Veins and Stasis Ulcers, Dr. 
Karl Lofgren, Mayo Clinic, Rochester, Minn. 


Question and, answer periods will follow the for- 
mal presentations. Luncheon speakers, Rev. Granger 
Westburg, Chicago, and Mr. Walter L. Stewart, 
attorney at law, Des Moines, will speak on “Prob- 
lems Related to Medicine and Religion,” and “Wills, 
Taxes, and Money,” respectively. The E. E. Shaw 
Memorial Lecture, “Forceps Delivery,” will be given 
by Dr. William C. Keettel, State University of lowa, 
lowa City. A panel discussion, “Obstetric Problems,’ 
will be conducted the afternoon of Sept. 24 with 
Dr. Keettel as moderator. Entertainment includes 
the annual banquet, Sept. 23. A special ladies’ pro- 
gram is planned. 


NEW YORK 


Conference on Animal Diseases and Health.—*An- 
imal Diseases and Human Health” was the subject 
of a joint conference of the New York Academy of 
Sciences and the Communicable Disease Center in 
New York City, recently. The center is a division of 
the Bureau of State Services, Public Health Service, 
U. S$. Department of Health, Education, and Wel- 
fare, with headquarters in Atlanta, Ga. 

The conference provided a 10-year progress re- 
port on the zoonoses. Diseases such as psittacosis, 
brucellosis, cat scratch fever, rabies, anthrax and 
encephalitis were reviewed. 

Other diseases were discussed from the stand- 
point of possible relationship to similar conditions 
in man, such as pulmonary adenomatosis, which is 
reported to have been decimating sheep flocks in 
many parts of the world and has several factors in 
common with lung cancer in humans. For informa- 
tion write Medical and Pharmaceutical Information 


Bureau, Inc., 115 East 69th St., New York City. 


New York City 

Tumor Transplantation Techniques.—A_ three-day 
session on the techniques and problems associated 
with the heterologous transplantation of human tu- 
mors will be held Oct. 8-10, at the Sloan-Kettering 
Institute. Besides the lectures, personal opportunity 
to work with various transplantable human tumors 
and a variety of animal hosts as well as embryonated 
eggs will be available. Tissue cultures derived from 
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the transplantable human neoplasms will also be 
demonstrated. The value of these tumors in various 
research programs will be discussed. The session 
will be given by Drs. H. Toolan, David Karnofsky, 
Alice Moore, George Woolley, J. Harris, and other 
associates. For information write Helene W. Toolan, 
Ph.D., Sloan-Kettering Institute, 410 East 68th St., 
New York City. There will be no charge. 


OREGON 


General Practice Meeting in Portland.—The 10th 
annual meeting of the Oregon Academy of General 
Practice will be held Sept. 26-27 at the Multnomah 
Hotel, Portland. Luncheon panel discussions will 
be held at noon on both days. The program includes 
the following topics by out-of-state speakers: 
Certain Aspects of the Control of Inflammatory Conditions 
in the Urinary Tract, Dr. lan Thompson, Ann Arbor, Mich. 
The Problem of Adenomyosis, Dr. Ralph C. Benson, San 

Francisco, 

Fats, Cholesterol and Atherosclerosis, Dr. Norman Jolliffe, 

New York City. 

Common Errors in Diagnosis of Early Cancer, Dr. N. Fred- 
erick Hicken, Salt Lake City. 

Technical exhibits are arranged. Guest speaker 
at the annual banquet, Sept. 26, will be Dr. John S. 
DeTar, Milan, Mich. For Information write Mrs. 
Anna Payne, Executive Secretary, Oregon Academy 
of General Practice, 4942 N. E. Thirty-Fourth Ave., 
Portland 11, Ore. 


PENNSYLVANIA 


State Medical Society Meeting.—The 107th annual 
session of the Medical Society of the State of 
Pennsylvania will be held Sept. 17-21 at the 
Penn-Sheraton Hotel, Pittsburgh. Panel discussions 
and moderators to be presented at the general 
sessions include the following: Hyperthyroidism, 
Dr. Isidor S. Ravdin, Philadelphia; Resistant Hos- 
pital Infections, Dr. Russel B. Roth, Erie; Use and 
Misuse of the Hospital Bed, Dr. Samuel P. Harbi- 
son, Pittsburgh; Diagnosis and Treatment of Early 
Heart Failure, Dr. Wendell B. Gordon, Pittsburgh; 
and Common Precancerous Lesions, Dr. John W. 
Shirer, Pittsburgh. The following papers will be 
presented by out-of-state speakers: 
Peptic Ulcer, Dr. Keith S. Grimson, Durham, N. C. 
Hypnosis and Its Medical Indications, Dr. William S. Kroger, 
Evanston, Hl. 
Drug Addiction, Dr. Guy H. Williams, Cleveland. 
Cardiac Surgery, Dr. Alfred Blalock, Baltimore. 
Carcinoma of the Colon, Dr. Richard K. Gilchrist, Chicago. 
The Clinical Spectrum of Pyelonephritis, Dr. George E. 
Schreiner, Washington, 


Question and answer periods will follow the 
formal presentations. Scientific and technical exhib- 
its are planned. Entertainment includes a_ golf 
tournament and dinner, Sept. 16. A special ladies’ 
program has been arranged. For information write 
Dr. Harold B. Gardner, 230 State St., Harrisburg, Pa. 
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GENERAL 


Prevalence of Poliomyelitis —According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. 17, 1957 Aug. 18, 
1956 


Paralytie Total Total 
Type 


Area Cases Cases 


New England States 


Middle Atlantic States 
East North Central States 
West North Central States 
en 4 3 
South Atlantic States 
East South Central States 
West South Central States 
6 21 45 
Mountain States 
1 1 3 
Pacifie States 
Territories and Possessions 


+ 
-_ 
= 
° 
> 
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Winners of Ophthalmology Fellowships.—Five addi- 
tional physicians who are beginning their residency 
training in ophthalmology have been announced as 
the 1957 winners of fellowships provided by the 
Ophthalmology Scholarship Fund of the Guild of 
Prescription Opticians of America, Inc. Each fellow 
will receive $1,800 paid in monthy stipends over the 
three years of residency training. This year's fellow- 
ship recipients and the institution in which each 
will serve his residency are: Dr. Donald P. Tucker, 
of Erie, at Massachusetts Eye and Ear Infirmary, 
Boston; Dr. Milton Boniuk, of Glace Bay, Nova 
Scotia, Canada, at Wills Eye Hospital, Philadelphia; 
Dr. Henry T. Edmondson Jr., of Pineview, Ga., at 
the Medical College of Georgia, Augusta; Dr. John 
A. Emerson, of Delray Beach, Fla., at Northwestern 
University Medical School, Chicago; and Dr. 
George K. Edwards, of Sudbury, Ontario, at Royal 
Victoria Hospital, Montreal. 


CORRECTION 

Micrococcic Infections.—In the article “Micrococcic 
(Staphylococcic ) Infections in a General Hospital,” 
in the Aug. 17 issue of THE JouRNAL, pages 1733- 
1739, the first sentence in the last paragraph of the 
summary should have read “Most of the micrococcic 
infections which appeared during hospitalization or 
shortly after discharge were probably the result of 
cross-infection within the hospital.” As printed, the 
word “probably” was inadvertently omitted. 
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BOARDS Of MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 


Arizona: Examination and Reciprocity. Phoenix, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 

ArKANSAS:° Examination and Reciprocity. Little Rock, Nov. 
7. Sec., Dr. Joe Verser, Harrisburg. 

CauirorRNiA: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, Noy. 16. Oral and 
Clinical for Foreign Graduates. San Francisco, Nov. 17. 
Sec., Dr, Louis E. Jones, 1020 N St., Sacramento 14. 

Cotoravo:* Reciprocity. Denver, Oct. 8. Examination. 
Denver, Dec, 3-4. Exec. Sec., Mrs. Beulah H. Hudgens, 
715 Republic Bldg., Denver 2, 

Connecticut:® Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
Homeopathic. Examination. Derby, Sept. 10. Sec., Dr. 
Donald A. Davis, Derby. 

DeLaware: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 
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District oF Co_umsia:* Reciprocity. Washington, Sept. 9. 
Examination. Washington, Nov. 12-13. Deputy Director, 
Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Wash- 
ington, D. C 

Fiornma:°® Examination. Miami, Nov. 24-26. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcia: Examination. Atlanta, Oct. 8-9. Reciprocity. At- 
lanta, Oct. 10. Sec., Mr. Cecil L. Clifton, 111 State 
Capitol, Atlanta 3. 

Ipano: Examination and Reciprocity. Boise, Jan. 13-15. Ex. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

lowa:*® Examination. Des Moines, Dec. 2-4. Exec. Sec., 
Mr. Donald V. Saf, State Office Building, Des Moines 19. 

KENTUCKY: Examination. Louisville, Dec. 9-11. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Maine: Examination. Portland, Nov. 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 192 
State St., Portland. 

MaryLanpb: Reciprocity. Baltimore, September. Examina- 
tion. Baltimore, Dec. 10-13. Sec., Dr. Frank K. Morris, 
1211 Cathedral St., Baltimore. 

Massacuusetts: Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 

Micuican:® Examination. Lansing, Oct. 9-11. Exec. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing 8. 

Minnesota:® Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. H. Magney, 230 Lowry Medical 
Arts Bldg., St. Paul 2. 

Mississipre1: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Old Capi- 
tol, Jackson 113. 

Montana: Examination and Reciprocity. Helena, Oct. 1-2. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
NesraskaA:°® Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampsuire: Examination and Reciprocity. Concord, 
Sept. 11-13. Sec., Dr. John S$. Wheeler, 107 State House, 

Concord. 

New Jersey: Examination. Trenton, Oct. 15-18. Sec., Dr. 
Patrick H. Corrigan, 28 W. State St., Trenton. 

New Menico:* Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Paldte 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

NortH Carouina: Endorsement. Morehead City, Oct. 12. 
Asst. Sec., Mrs. Louise J. McNeill, 716 Professional Bldg., 
Raleigh. 

NortH Dakota: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Onto: Endorsement. Columbus, Oct. 1. Examination. Co- 
lumbus, Dec. 17-19. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus 15. 

OxkLAHOMA: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 Braniff Bldg., Oklahoma City. 

OreGon:*® Reciprocity and Endorsement. Portland, Oct. 3-5. 
Examination. Portland, January. Exec. Sec., Mr. Howard 
I. Bobbitt, 609 Failing Bldg., Portland. 

Ruove Examination. Providence, Oct. 3-4. Ad- 
ministrator of Professional Regulation, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

South Carouina: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. Jarvey, Jr., 1329 Blanding St., Columbia. 

SoutH Dakora:® Examination. Sioux Falls, Jan. 21-22. 
Exec. Sec., Mr. John C, Foster, 300 First National Bank 
Bldg., Sioux Falls. 
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TENNESSEE: * Examination. Memphis, Sept. 25-26. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:*® Examination and Reciprocity. Fort Worth, Dec. 
5-7. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Utan: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Reciprocity. Richmond, Dec. 4. Examination. 
Richmond, Dec. 5-7. Address: Office of the Secretary, 
631 First St., S.W., Roanoke. 

WasHINGTON:*® Examination. Seattle, Jan, 13-15. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vircinia: Reciprocity. Charleston, Oct. 7. Examina- 
tion. Charleston, January. Sec., Dr. Newman H. Dyer, 
State Office Bldg., No. 3, Charleston 5. 

Wisconsin:° Reciprocity. Madison, Oct. 18. Examination. 
Madison, January. Sec., Dr. Thomas W. Tormey, Jr., 1140 
State Office Bldg., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Sept. 
30, Sec., Dr. Franklin D. Yoder, State Office Bldg., 
Cheyenne. 

AtAsKa:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hawau: Examination. Honolulu, Jan. 13-14. Sec., Dr. I. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

Vircin IsLanps: Examination. St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, Sept. 17. Reciprocity, 
Tucson, Sept. 19. Sec., Mr. Herman E. Bateman, Univer- 
sity of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, Oct. 7-8. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of Ar- 
kansas, Fayetteville. 

Connecticut: Examination. New Haven, Oct. 12. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District oF CotumBia: Examination. Washington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington, D. C 

FLorwa: Examination. Gainesville, Nov. 9. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

lowa: Examination and Reciprocity. Des Moines, Oct. 8. 
Sec., Dr. Elmer W. Hertel, Waverly. 

Micuican: Examination. Ann Arbor and Detroit, Oct, 11-12. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

MinNeEsota: Examination. Minneapolis, Oct. 1-2. Sec., Dr. 
Raymond N,. Bieter, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 

New Mexico: Reciprocity. Santa Fe, Sept. 29. Examination. 
Santa Fe, Oct. 20. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

SoutnH Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E, 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Sept. 25-26. Sec., Dr. 
O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Texas: Examination. Austin, October. Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 20 and Milwaukee, 
Dec. 7. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


* Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


Hospital Accreditation Program.—At the close of 
the 1957 fiscal year, the Air Force has 45 hospitals 
which are accredited by the Joint Commission on 
Accreditation of Hospitals—41 within the United 
States and 4 overseas. During the period of Jan. 1 
through June 30, 1957, several of these hospitals 
underwent a periodic resurvey for an additional 
three years of accreditation and none of these failed 
to maintain their accreditation. 


ARMY 


New Student Dietitian Program.—The chief of the 
Army Medical Specialist Corps has announced a 
new Army Student Dietitian Program for women 
students of home economics. Under this program, 
which will become effective for the 1957 fall school 
term, students receive over $200 a month through 
their last vear or two years of college education. 

While completing the requirements for a bache- 
lor’s degree under this program, students are en- 
listed in the Women’s Army Corps Reserve. On 
graduation the students are commissioned as second 
lieutenants in the Army Medical Specialists Corps 
with the opportunity to participate in the Army 
dietetic internship. The completion of these two 
educational programs enables students to be pro- 
fessionally qualified as hospital dietitians. 

Obligatory active duty service as a commissioned 
officer in the Army Medical Specialist Corps for 
students who participate in these combined pro- 
grams depends on the amount of time spent in col- 
lege under the Army’s sponsorship. If 12 months or 
less are spent in a civilian institution, 24 months 
active service as a commissioned officer are re- 
quired; if over 12 months, but not more than 24 
months, are sponsored in a college, 36 months on 
active duty are required by the Army. 

Additional information may be obtained from the 
Surgeon General's Offs, Department of the Army, 
Washington 25, D. C., Attention: Personnel Divi- 
sion. 


NAVY 


Dr. Karsner Honored.—Dr. Howard T. Karsner, 
medical research advisor to the surgeon general, was 
elected honorary president of the International So- 
ciety for Geographic Pathology at the sixth confer- 
ence of the society in Paris, July 9 through 11. This 
nongovernmental group aims to study the relations 
which might exist between diseases and the geo- 
graphical areas in which they occur, 
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VETERANS ADMINISTRATION 


Rehabilitation of Paraplegics.—A pamphlet, entitled 
“Occupations of Paraplegic Veterans of World 
War II and Korea’—the first major study ever at- 
tempted of the work experience of paralyzed vet- 
erans—is now available through the U. S. Govern- 
ment Printing Office in Washington, D. C., at 35 
cents a copy. The Veterans Administration will use 
it in counseling and planning the vocational re- 
habilitation training of disabled veterans. It also 
should be useful to all in the field of rehabilitation 
and employment of the handicapped, as well as to 
the handicapped themselves. In a foreword Harvey 
V. Higley called the study “a vivid demonstration 
of the resiliency of man, of his tremendous abil- 
ity to adapt his life to the limitations of a severe 
physical handicap. . . . Ability is not confined to 
the able bodied. The disabled, too, can contrib- 
ute to America, if only they are given the oppor- 
tunity to do so.” 


Personal.—Dr. John J. Blasko, former Connecticut 
commissioner of mental health, has been appointed 
chief of the VA psychiatry division in the Psychiatry 
and Neurology Service, Washington, D. C., succeed- 
ing Dr. Stewart T. Ginsberg, who lett to become 
commissioner of mental health for Indiana. Dr. 
Blasko, who served as chief of psychiatric training 
at the VA Central Office from March, 1952, to May, 
1954, is certified in psychiatry by the American 
Board of Psychiatry and Neurology. 


PUBLIC HEALTH SERVICE 


Grants for Training Health Workers.—The Public 
Health Service announced on July 19 the award of 
grants and awards totaling $1,020,143 to 230 persons, 
including physicians, engineers, health educators, 
laboratory workers, dentists, and members of other 
health professions who will enter colleges and uni- 
versities this fall for a year of training in public 
health aspects of their professions. Grants totaling 
$919,878 also were made to 44 colleges and univer- 
sities offering public health nursing courses and to 
11 schools of public health to assist in the training of 
students whom the schools select. 

This is the second year that public health train- 
ing funds have been available from the federal gov- 
ernment. Last year, under a one million dollar 
appropriation, the traineeship grants and awards 
financed the training of 364 public health work- 
ers. The purpose is to help relieve the acute 
personnel shortages in state and local health agen- 
cies. In selecting trainees, consideration is given 
to the professional categories in which personnel 
shortages are most acute, the age of the candi- 
dates, their previous training and experience, and 
other factors which will increase the supply of 
young, well-trained workers. 
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DEATHS 


Tonney, Frederick Oscar, Chicago; born in Vinton, 
Iowa, March 7, 1881; Illinois Medical College, 
Chicago, 1909; director of laboratories and research 
for the Chicago Health Department from 1909 to 
1931, when he became assistant commissioner in 
charge of laboratories, serving until 1938; medical 
officer, Federal Trade Commission, Washington, 
D. C., 1938-1939; served as director of the City- 
County Health Department, Escanaba, Delta 
County, Mich., state health officer for Northern 
Illinois, District number 2, comprising Lake, Mc- 
Henry, and Boone counties with offices at Wood- 
stock and Waukegan, IIl., citv-county health officer, 
Mansfield, Richland County, Ohio, medical di- 
rector, Shelby-Effingham Bi-county Department of 
Health, Shelbyville, Ill., and health officer, Victoria 
and Cameron Counties, Texas; on the staff of the 
Ravenswood Hospital, where he died July 11, aged 
76, of bilateral pyelonephritis. 


Zillessen, Frederick Otto * Philadelphia; born in 
Passaic, N. J., Sept. 16, 1902; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1926; cer- 
tified by the National Board of Medical Examiners; 
specialist certified by the American Board of Pa- 
thology; member of the College of American 
Pathologists; founding fellow of the American So- 
ciety of Clinical Pathologists; fellow of the Amer- 
ican College of Physicians; past-president of the 
Pennsylvania Association of Clinical Pathologists; 
formerly vice-president of the Northampton County 
Medical Society; served as fellow in pathology at 
the Mayo Foundation, Rochester, Minn.; from 1931 
to 1947 pathologist and pathological consultant at 
Easton (Pa.) Hospital, Warren Hospital, Phillips- 
burg, N. J., and Monroe County General Hospital, 
East Stroudsburg; director of laboratories at Jeanes 
Hospital; died June 1, aged 54, of coronary athero- 
sclerosis. 


Brockman, James Manning * Memphis, Tenn.; born 
in Chattanooga Aug. 9, 1903; University of Tennes- 
see College of Medicine, Memphis, 1928; assistant 
professor of obstetrics and gynecology at his alma 
mater; specialist certified by the American Board of 
Obstetrics and Gynecology; member of the South- 
eastern Surgical Congress and the Endocrine So- 
ciety; fellow of the American College of Surgeons 
and the International College of Surgeons; veteran 
of World War Il; on the courtesy staff, Baptist 
Memorial Hospital; consultant in gynecology, St. 
Joseph Hospital and Le Bonheur Children’s Hos- 
pital; attending gynecologist, John Gaston Hos- 
pital; attending gynecologist and chairman of the 


# Indicates Member of the American Medical Association. 


department of gynecology, Methodist Hospital, 
where he died June 17, aged 53, of ventricular 
fibrillation and coronary arteriosclerosis. 


Webb, Walter Duval * Colonel, U. S. Army, retired, 
St. Augustine, Fla.; born in Mankato, Minn., June 
15, 1872; Columbia University College of Physicians 
and Surgeons, New York City, 1895; veteran of the 
Spanish-American War and World War I; entered 
the medical corps of the U. S. Army in 1900; re- 
tired with the rank of major in January, 1909; 
returned to active duty from February, 1917, to 
September, 1918; retired with the rank of colonel 
under the Act of June 21, 1930; returned to active 
duty in December, 1940, to August, 1946; during 
World War II head of the medical department for 
Selective Service in the State of Florida; life mem- 
ber of the American College of Surgeons; formerly 
on the faculty of Georgetown University School of 
Medicine in Washington, D. C.; died June 12, aged 
84, of coronary heart disease. 


Parsons, Frederick William, New York City; born 
in Buffalo Nov. 13, 1875: University of Buffalo 
School of Medicine, 1901; an associate member of 
the American Medical Association; specialist certi- 
fied by the American Board of Psychiatry and 
Neurology; fellow of the American Psychiatric As- 
sociation; member of the Association for Research 
in Nervous and Mental Disease; for many years 
state commissioner of mental hygiene; entered the 
state hospital service in 1902 as a member of the 
staff of the Hudson River State Hospital in Pough- 
keepsie, where he remained until 1919, when he 
was appointed superintendent of the Buffalo State 
Hospital; veteran of World War I; died in the 
French Hospital July 5, aged 81, of arteriosclerotic 
heart disease and cerebral thrombosis. 


Burch, Frank Earl * Two Harbors, Minn.; born in 
Menominee, Wis., March 27, 1876; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1897; professcr emeritus of ophthalmology 
and otolaryngology at the University of Minne- 
sota Medical School; specialist certified by the 
American Board of Ophthalmology; member and 
past-president of the American Academy of Oph- 
thalmology and Otolaryngology; member of the 
American Ophthalmological Society; fellow of the 
American College of Surgeons; veteran of World 
War I; served on the staff of the Charles T. Miller 
Hospital in St. Paul; died in Duluth, Minn., July 1, 
aged 81, of arteriosclerotic heart disease. 


Willson, Prentiss * Venice, Fla.; born in Fredonia, 
N. Y., Aug. 2, 1882; Georgetown University School 
of Medicine, Washington, D. C., 1905; formerly 
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practiced in Washington, D. C., where he was on 
the faculty of his alma mater, and on the staffs of 
the Georgetown University Hospital and the Co- 
lumbia Hospital for Women and Lying In Asylum; 
veteran of World War I; past-president of the Med- 
ical Society of the District of Columbia; George- 
town Clinical Society, the Clinico-Pathological So- 
ciety, and the Washington Gynecological Society; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; died June 25, aged 74, of 
cerebral hemorrhage. 


Wolfe, Stanley George * Shreveport, La.; born in 
Shreveport Nov. 6, 1905; University of Texas School 
of Medicine, Galveston, 1932; specialist certified 
by the American Board of Pediatrics; member of 
the American Academy of Pediatrics; fellow of the 
American College of Physicians; past-president of 
the Louisiana State Society; formerly vice-president 
of the Tri-State Medical Society; served as chief of 
pediatrics service at Confederate Memorial Med- 
ical Center, and on the staffs of the Highland Hos- 
pital, North Louisiana Sanitarium, and T. E. Schum- 
pert Memorial Sanitarium; died in Philadelphia 
June 22, aged 51. 


Thornton, Lawson * Atlanta, Ga.; Johns Hopkins 
University School of Medicine, Baltimore, 1910; 
specialist certified by the American Board of Or- 
thopaedic Surgery; member of the American 
Orthopaedic Association and the American Acad- 
emy of Orthopaedic Surgeons; fellow of the Amer- 
ican College of Surgeons; veteran of World War I; 
on the staffs of Piedmont Hospital, St. Joseph's 
Infirmary, and Grady Hospital; died June 26, aged 
73, of cerebral hemorrhage. 


Van Leuven, Buell Hitchcock, Empire, Mich.; De- 
troit College of Medicine and Surgery, 1915; fel- 
low of the American College of Physicians; at one 
time mayor of Petoskey, Mich., director of the 
Grand Traverse County (Mich.) Health Depart- 
ment, and consultant for the state department of 
vocational rehabilitation; formerly member of the 
staff of James Decker Munson Hospital, Traverse 
City, where he died June 18, aged 69, of myocardial 
infarction and arteriosclerotic heart disease. 


Arnovitz, Emanuel Morris * Granite City, Ill.; St. 
Louis University School of Medicine, 1924; veteran 
of World War I; on the staffs of the Missouri Bap- 
tist Hospital, St. Louis, and St. Elizabeth Hospital, 
where he died July 8, aged 60, of uremia, nephro- 
sclerosis and osteomyelitis of the vertebrae. 


Atkinson, Newell Wrigley, Alice, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1898; 
died July 5, aged 81. 


Bacon, Otis Guy * Frederick, Okla.; University of 
Louisville (Ky.) Medical Department, 1907; veteran 
of World War I; died July 6, aged 76, of intestinal 
obstruction. 
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Baskett, Roy Frederick ® Texarkana, Ark.; Wash- 
ington University School of Medicine, St. Louis, 
1924; veteran of World War I; on the staff of St. 
Michael’s Hospital; died May 19, aged 58, of cere- 
bral hemorrhage. 


Brady, Charles Joseph * Lake Geneva, Wis.; Uni- 
versity of Wisconsin Medical School, Madison, 
1934; veteran of World War II; died in the Lake- 
land Hospital, Elkhorn, July 11, aged 53. 


Brady, Thomas S. * Bayonne, N. J.; Fordham Uni- 
versity School of Medicine, New York City, 1919; 
served as Hudson County assistant medical ex- 
aminer; on the staff of the Bayonne Hospital; died 
July 6, aged 59. 


Branon, Anthony William * Old Saybrook, Conn.; 
Jefferson Medical College of Philadelphia, 1913; 
fellow of the American College of Surgeons; vet- 
eran of World War 1; an honorary member of the 
staff, Hartford (Conn.) Hospital; member of the 
Chamber of Commerce and the Rotary Club; died 
July 3, aged 69, of coronary disease and arterio- 
sclerosis. 


Brown, Harry Abed, Lehman, Pa.; Medico-Chi- 
rurgical College of Philadelphia, 1903; an associate 
member of the American Medical Association; 
served as deputy coroner of Lehman and Lake 
townships; on the staff of the Nesbitt Memorial 
Hospital; for many vears treasurer of the school 
board; died June 12, aged 79, of cancer of head 
of the pancreas. 


Brown, William Riley * Ogden, Utah; University 
of Illinois College of Medicine, Chicago, 1913; fel- 
low of the American College of Surgeons; veteran 
of World War I; associated with Dee and St. Bene- 
dict’s hospitals; died June 7, aged 68, of myocardial 
infarction and arteriosclerotic heart disease. 


Brownell, Clifford White, Sussex, N. J.; Long Island 
College Hospital, Brooklyn, 1910; served as presi- 
dent of the Alexander Linn Hospital; died in the 
Orange (N. J.) Memorial Hospital June 15, aged 71. 


Bundy, Erwin Stillman, Southington, Conn.; Uni- 
versity of Vermont College of Medicine, Burling- 
ton, 1913; school physician for many years; died in 
the Bradley Memorial Hospital July 3, aged 68. 


Burnside, Raymond Alexander * Des Moines, lowa; 
State University of lowa College of Medicine, lowa 
City, 1923; on the staffs of the Mercy and Lutheran 
hospitals; died June 23, aged 65. 


Calhoun, Hazen Albert Jr. ® Higganum, Conn.; 
Tufts College Medical School, Boston, 1934; vet- 
eran of World War II; died in Watertown, Mass., 
June 7, aged 50, of coronary thrombosis. 
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Caraker, Charles Tobias Jr., Perry, Fla.; Atlanta 
Medical College, 1914; veteran of World War I; 
died June 13, aged 67. 


Chadwick, Suzanne * Bronxville, N. Y.; Cornell 
University Medical College, New York City, 1948; 
certified by the National Board of Medical Ex- 
aminers; on the staffs of the Lawrence Hospital in 
Bronxville and the White Plains (N. Y.) Hospital, 
where she died June 27, aged 34, of Laennec’s 
cirrhosis. 


Chesbrough, Phrania, Atlanta, Ga.; Ensworth Med- 
ical College, St. Joseph, Mo., 1899; for many years 
practiced in Willoughby, Ohio; died July 6, aged 
86, of septicemia and arteriosclerosis. 


Chesnutt, James H. * Hot Springs National Park, 
Ark.; Johns Hopkins University School of Medi- 
cine, Baltimore, 1907; past-president of the Gar- 
land County Medical Society; past-chairman of St. 
-Joseph’s Hospital staff on which he served for many 
years; died June 8, aged 77, of acute coronary 
occlusion. 


Chronik, Joseph B., Dunedin, Fla.; Temple Uni- 
versity School of Medicine, Philadelphia, 1921; for 
many years practiced in Columbus, Ohio; died 
near Chillicothe, Ohio, June 19, aged 62, in an 
automobile accident. 


Church, Lee O., Pelahatchie, Miss.; Ulinois Med- 
ical College, Chicago, 1908; veteran of the Spanish— 
American War; died in the Veterans Administration 
Hospital, Jackson, June 26, aged 80. 


Ciampolini, Ettore, New Haven, Conn.; Boston 
University School of Medicine, 1916; died in the 
Littleton (N. H.) Hospital June 27, aged 80. 


Clark, Earl Finley * Belle Plaine, Kan.; University 
of Kansas School of Medicine, Kansas City, 1910; 
past-president of the Sumner County Medical So- 
ciety; a veteran of World War I; died in the Vet- 
erans Administration Hospital, Wichita, June 2, 
aged 77. 


Cobb, Elliott Cunningham, Davenport, lowa; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1913; fellow of the American College of Surgeons; 
past-president of the Woodbury County Medical 
Society; veteran of World War I; died June 10, 
aged 69, of cancer of the stomach. 


Cooke, Grady Carlyle, Morehead City, N. C.; Uni- 
versity of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore, 1919: 
specialist certified by the American Board of Sur- 
gery; member of the Medical Society of the State 
of North Carolina; fellow of the American College 
of Surgeons; formerly practiced in Winston-Salem; 
on the staff of the Morehead City Hospital, where 
he died July 7, aged 63. 
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Cook, Norman Lyle * Cape Girardeau, Mo.; Jef- 
ferson Medical College of Philadelphia, 1933; spe- 
cialist certified by the American Board of Anes- 
thesiology; member of the American Society of 
Anesthesiologists; veteran of World War II; on the 
staffs of St. Francis and South East Missouri hos- 
pitals; died June 26, aged 50. 


Corrigan, John Francis * Cleveland; Western Re- 
serve University School of Medicine, Cleveland, 
1913; fellow of the American College of Surgeons; 
for many years on the staff of St. Alexis Hospital, 
where he died June 24, aged 68, of myocardial 
infarction. 


Cox, Ernest Harper * Cleveland; Western Reserve 
University Medical Department, Cleveland, 1905: 
fellow of the American College of Surgeons; on the 
staff of the Women’s Hospital; died June 9, aged 78. 


Coyne, Douglas Ruthven * Detroit; University of 
Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1924; member of the American Academy 
of General Practice; died in the Ford Hospital 
June 1, aged 58. 


Cramer, Ray D., Philadelphia; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1936; 
died in the Germantown Hospital June 16, aged 45. 


Crawford, Clyde Houston, Bartlett, Texas; Univer- 
sity of Nashville (Tenn.) Medical Department, 
1905; served as city health officer; died in Carlsbad, 
N. M., June 21, aged 77, of arteriosclerotic heart 
disease. 


Daniel, James Wallace * Claxton, Ga.; Atlanta 
Medical College, 1894; served as state senator and 
as chairman of the county board of health; died 
June 25, aged 85, of coronary thrombosis. 


Daniels, Frank Marion Jr. * Greenville, S. C.; 
Medical College of Georgia, Augusta, 1932; mem- 
ber of the American Academy of General Practice; 
associated with the St. Francis Hospital and the 
Greenville General Hospital, where he died June 
27, aged 49, of heart failure. 


Olson, William Paul, Los Angeles; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1909; died April 16, aged 70, of cerebral 
hemorrhage. 


Packard, Lawrence Ralph, Whitehall, Mont.; North- 
western University Medical School, Chicago, 1900; 
an associate member of the American Medical As- 
sociation; served as mayor; died July 1, aged 80, 
of diabetes mellitus and myocarditis. 


Perry, Robert Edward * Greensboro, N. C.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1921; died in the Wesley Long Hospital 
June 23, aged 61, of myocardial insufficiency. 
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Phaneuf, Josephat Stanislas Policarp ® Brockton, 
Mass.; College of Physicians and Surgeons, Boston, 
1913; died June 30, aged 69, of cerebral embolism 
and auricular fibrillation. 


Pinson, Jacob David ® Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 
1924; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; on the staff of the Albert Einstein Med- 
cal Center, Northern Division; died in Ventnor, 
N. J., July 4, aged 59, of acute coronary occlusion. 


Porter, George B., Lathrop, Mo.; University Med- 
ical College of Kansas City, Mo., 1900; died in the 
Memorial Hospital, Corpus Christi, Texas, May 11, 
aged 80, of adenocarcinoma of the lung. 


Proctor, Benona Jones, Los Angeles; Rush Medical 
College, Chicago, 1926; died in Newhall, Calif., 
June 28, aged 59, of coronary occlusion. 


Rainsford, Laurence Frederick, White Plains, N. Y.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1909; died in the White 
Plains Hospital July 4, aged 76, of myocardial in- 
farction and coronary sclerosis. 


Reitzel, Claude Everett, High Point, N. C.; Atlanta 
College of Physicians and Surgeons, 1902; member 
of the Medical Society of the State of North Caro- 
lina; on the staff of the High Point Memorial Hos- 
pital, where he died June 19, aged 77, of myocardial 
infarction and arteriosclerosis. 


Rhudy, George Garland * Roanoke, Va.; Medical 
College of Virginia, Richmond, 1915; died near 
Strasburg, Colo., June 20, aged 68. 


Ross, Horace B. * Del Rio, Texas; Atlanta Medical 
College, 1895; served as city and county health 
officer; formerly associated with the U. S. Public 
Health Service; on the staff of the Del Rio Hos- 
pital; died June 10, aged 88, of arteriosclerosis. 


Ross, Howard Albertus, Longview, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1909; 
served on the Carthage and Longview school 
boards; died June 26, aged 77, of hypertensive 
heart disease. 


Roth, Irving R. * New York City: Long Island Col- 
lege Hospital, Brooklyn, 1917; specialist certified 
by the American Board of Internal Medicine; mem- 
ber of the American College of Gastroenterology; 
formerly on the faculty of the New York Polyclinic 
Medical School and Hospital; consulting cardiolo- 
gist at the Mount Sinai Hospital and the U. S. 
Public Health Service; died June 25, aged 71, of 
cerebral vascular accident. 

Rothkugel, Paul R., Philadelphia; Medico-Chirur- 
gical College of Philadelphia, 1908; long time dis- 
trict medical supervisor with the board of educa- 
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tion; associated with Jewish Hospital, now the 
Northern Division of Einstein Medical Center; died 
in the Norristown (Pa.) State Hospital June 20, 
aged 70, of arteriosclerosis. 


Rouse, Benjamin H., Le Roy, Kan.; Loyola Uni- 
versity School of Medicine, Chicago, 1919; on the 
staff of the Coffey County Hospital, Burlington, 
where he died June 25, aged 70, of coronary dis- 
ease. 


Salvin, Monte * Beverly Hills, Calif.; Jefferson 
Medical College of Philadelphia, 1928; died June 
18, aged 54, of nephritis. 


Schwabland, William Tecumseh, Los Angeles; Sioux 
City (lowa) College of Medicine, 1901; died June 
20, aged 80. 


Shack, David N., Newark, N. J.; Baltimore Medical 
College, 1910; served on the New Jersey Compen- 
sation Board and the city board of health; on the 
courtesy staff of the Beth Israel Hospital; died July 
5, aged 71, of cerebral hemorrhage. 


Shapiro, Robert, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1915; member of the Medical Society of the State 
of New York; died June 19, aged 64, of coronary 
disease. 


Shea, William Edward, San Francisco; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1905; veteran of World War I and 
received from Gen. John J. Pershing a special 
medal for his services; on the staff of St. Mary’s 
Hospital; died June 25, aged 76, of coronary oc- 
clusion and arteriosclerosis. 


Sisson, Sanford S., Jacksonville, Fla.; Kentucky 
University Medical Department, Louisville, 1902; 
died June 19, aged 79, of pulmonary congestion 
and cardiac failure. 


Strickler, Mary E. Ranson, Burlingame, Calif.; Uni- 
versity of Minnesota College of Medicine and Sur- 
gery, Minneapolis, 1898; for many years practiced 
in Sleepy Eye, Minn.; died June 21, aged 84, of 
heart failure. 


Smith, E. Florence Stir, Newark, Ohio; Laura 
Memorial Woman's Medical College, Cincinnati, 
1901; Eclectic Medical Institute, Cincinnati, 1904; 
died June 27, aged 86. 


Stennis, James H. * Mathiston, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1898; died June 
26, aged 84, of cerebral hemorrhage. 


Stewart, Vida Odessa, Anguilla, Miss.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1907; died June 27, aged 73. 
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FOREIGN LETTERS 


BRAZIL 


Fatty Infiltration of the Liver After Portocaval 
Anastomosis.—Portocaval anastomosis is performed 
in the treatment of patients with hepatic cirrhosis, 
but it may cause some alterations in the physiology 
of the liver. Some of these alterations are not yet 
well understood, as, for instance, the fatty infiltra- 
tion of the organ and its incapacity for parenchymal 
regeneration. In order to diminish these undesirable 
effects arterialization of the liver at the time of 
portocaval anastomosis has been proposed. Goff 
and Gongalves (Rev. paulista med. 50:317, 1957 ) 
reported a study of 30 dogs divided into three 
groups: the 13 animals of the first group were sub- 
jected to simple portocaval anastomosis; the 7 of 
the second group to portocaval anastomosis and 
aortoportal anastomosis; and the remaining 10 were 
used as controls. The degree of deposition of fat in 
the liver was studied in the three groups of dogs by 
histological examination and by the total amount of 
fatty acids in the liver. The authors concluded that 
terminolateral portocaval anastomosis permits a 
variable amount of fatty infiltration in the liver. 
The combining of aortoportal shunt and termino- 
lateral portocaval anastomosis helps to diminish the 
frequency of the occurrence of the fatty infiltration 
of the liver. 


Mast Cells.—The possible participation of mast cells 
in the pathogenesis of such disorders as thrombosis, 
atherosclerosis, and hemorrhage led Dr. Paulo 
S. Lacaz and co-workers (Rev. brasil. cir, 33:1, 
1957) to study the functions attributed to these 
cells, namely, production of heparin, histamine, and 
hyaluronic acid. For this study they developed an 
original technique in which a mast cell increase was 
obtained in the liver of rats, an organ in which 
normally there are few if any such cells. This aim 
was achieved by subjecting lots of white rats to the 
inhalation of carbon tetrachloride during four 
months, five days in succession in each week. The 
liver of these rats (and in a second group of 
animals also the connective tissue) was examined 
at the end of each of the four months of poisoning. 
Immediately after the sacrifice of the animal the 
liver was taken out and studied by means of: (1) 
histochemical examinations; (2) extraction of hepa- 
rin; (3) extraction of histamine; (4) bioassay of 
heparin (anticoagulant effect); and (5) bioassay 
of histamine. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


The techniques adopted in the several phases of 
the investigation were also used for the study of 
the liver and lungs of oxen and dogs. The authors 
concluded that the hypertrophic hepatitis of rats 
due to carbon tetrachloride poisoning produced a 
marked increase in the amount of heparin and hista- 
mine derived from the presence of a large quantity 
of mast cells. This investigation confirms the sus- 
pected relation between mast cells and the produc- 
tion of heparin and histamine. On the other hand 
the production of hyaluronic acid by mast cells was 
not corroborated by this investigation. 


Amebic Lesions of the Liver.—If amebic hepatic 
necrosis represents a clearly recognized clinical 
picture, the same is not true of acute and chronic 
amebic hepatitis. Da Silva and Torres (O Hospital 
51:663, 1957) reported an analysis of 725 autopsy 
protocols and found only one case of confirmed 
amebic abscess of the liver. Searching for other 
amebic lesions of the liver, they studied the records 
of §2 patients suffering from amebiasis. but no 
reference was found of any clinical picture, past or 
present, that suggested the possibility of some form 
of amebic hepatitis. To have a uniform criterion for 
the diagnosis of amebiasis, the authors decided to 
include in their study only the cases (40) whose 
diagnosis was established by the presence of cysts 
of Entamoeba histolytica in the stools. For all these 
40 cases the records included the results of several 
liver function tests, a complete blood count, a sedi- 
mentation rate, a roentgenogram of the chest, a 
complement-fixation test for amebiasis, and a needle 
biopsy of the liver. 

In 7 of these 40 cases the disease had begun two 
years before the patient's hospital admission, and on 
admission the patient was having an acute exacerba- 
tion. In the rest of the patients the disease was 
chronic, having begun at least five years earlier. 
The ages of the patients varied from 21 to 54 years. 
In only 18 of these patients was some other hepatic 
disease, such as schistosomiasis, viral hepatitis, pro- 
tein deficiency, syphilis, or malaria, not found. No 
specific changes directly related to amebiasis could 
be demonstrated. The mild lesions observed corre- 
sponding to the designation of acute amebic hepati- 
tis were related either to the absorption of bacterial 
products through the damaged intestine or to some 
nutritional deficiency coexistent with parasitic infec- 
tion or caused by it. A histological picture of a true 
amebic hepatitis could not be found, even in cases 
associated with some degree of hepatic enlargement 
and tenderness. 
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INDIA 


Threatened Abortion.—N. Kishore and co-workers 
(J. Obst. & Gynec. India 7:4 [June] 1957) stated 
that there should be little or no cornification of cells 
in the vaginal smears of pregnant women who are 
progressing normally and that most of these cells 
should be basophilic. The vaginal smear can be 
used to detect changes in the cytology in patients 
with threatened abortion, to determine the mini- 
mum degree of cornification that would cause inevi- 
table abortion, to learn whether the degree of 
cornification can in any way be correlated with the 
clinical findings and the obstetric history of such 
patients, to predict the ultimate outcome on the 
basis of these changes, to assess the accuracy of 
such predictions, and to suggest a line of treatment 
to be adopted on the basis of these changes. One 
hundred patients with threatened abortion were 
thus studied. The results were correlated with the 
obstetric history. It was found that the prognosis 
was best in the group who had smears resembling 
those of normal pregnancy. The prognosis in the 
group with up to 30% cornified cells was fair. Those 
with 31 to 60% cornified cells had a poor prognosis, 
and it was worst in those with over 60% cornified 
cells. The obstetric history was of prognostic im- 
portance in those in whom the smears resembled 
those of normal pregnancy or had up to 30% corni- 
fied cells. The prognosis was good if these patients 
had a good obstetric history or were primigravida. 
The history had no bearing in those with smears 
showing more than 30% cornified cells. In these 
patients cytological interpretations were more ac- 
curate. The presence of 30% cornified cells should 
be considered as the borderline below which a good 
prognosis may be given. Patients with 31 to 60% 
cornification may be benefited by hormonal therapy. 
This method can be used to institute early and ac- 
curate hormonal therapy and to follow the progress 
of the case. Predictions were correct in 87.8% 
of cases. 


Renal Biopsies.—L. KR. Sarin and co-workers 
(J. Indian M. A. 29:1 [July 1] 1957) stated that 
needle biopsy has been found useful in the diagnosis 
of diseases of the kidney, especially when routine 
laboratory investigations fail to show involvement 
of the kidney in such conditions as diabetic ne- 
phropathy, systemic lupus erythematosus, and 
periarteritis nodosa. The authors determined the 
prothrombin time, bleeding time, and clotting time 
before performing the biopsy. Biopsies were done 
only on the right kidney and with the patient in 
two positions, prone and sitting. Of 35 biopsies on 
34 patients, tissue suitable for histopathological 
examination was obtained in 20. The tissue from a 
normal kidney is pink with red granules. In patients 
with the nephrotic syndrome, the tissue is nearly 
white and translucent with no red granules, None 


FOREIGN LETTERS 179 


of the patients had any serious reactions after the 
biopsy. All had local backache and transient micro- 
scopic hematuria. Of 12 conditions diagnosed 
clinically as nephrotic syndrome, 5 were found to 
be amyloidosis. The rest were found to be various 
stages of glomerulonephritis. In two young patients 
suffering from diabetes, diffuse —intercapillary 
glomerulosclerosis was diagnosed. Although renal 
biopsy is a valuable adjunct in the diagnosis of 
renal disease, its scope is limited, as a satisfactory 
piece of kidney tissue is not obtained in every case. 


Cardiac Disease and Pregnancy.—K. \I. Masani 
(J. Obst. & Gynec. India 7:4 [June] 1957) reviewed 
47 cases of cardiac disease associated with preg- 
nancy collected from a series of 22,833 full-term 
confinements. This gives an incidence of cardiac 
disease of 0.2%. In 41 patients the heart disease was 
of rheumatic origin, and in 6 it was congenital. In 
the entire series mitral stenosis was the commonest 
organic lesion, being present in 29 patients; 3 had 
mitral insufficiency; 8 had mitral stenosis with 
insufficiency; and 2 had mitral stenosis with aortic 
insufficiency. Mitral valve lesions alone or in com- 
bination with other lesions accounted for all but 
one case of acquired valvular disease. Of the pa- 
tients with congenital heart disease, one had an 
interventricular septal defect, one had an_ inter- 
auricular septal defect, two had both, and in one the 
type of lesion could not be defined. Although the 
findings in this series showed that the incidence of 
severe decompensation increases with age and 
parity, young primiparas with severe decompensa- 
tion were seen. 

Ten patients with cardiac disease were below the 
age of 20 years, 5 being primiparas and 5 secundi- 
paras, One of these primiparas was seen for the first 
time during labor and died, without being deliv- 
ered, from pulmonary edema. The cardiac lesion of 
only one primipara was of class I (according to the 
classification of the American Heart Association. 
1945). In the entire series, 18 were of class I, 22 of 
class II, 3 of class III, and 4 of class IV. Patients 
of class I had no symptoms and were given a 
diagnosis by routine examination. In the patients of 
class IL dyspnea on exertion was the chief symptom. 
Those of classes IT and IV had dyspnea, orthopnea, 
cough, and edema. The management during preg- 
nancy was by rest, salt restriction, ammonium 
chloride mixture if edema was present, and mercu- 
rial diuretics or acetazolamide if the urinary output 
was diminished, Anemia was commonly associated 
and was treated by iron, liver, vitamin B,., and folic 
acid. All but two patients who required forceps 
delivered spontaneously, There were three deaths. 
One died, without being delivered, of pulmonary 
edema; one from cardiac failure eight hours after 
delivery; and one five days after delivery. 
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Health Program on “War Footing.”-—Two hundred 
delegates attending the Rajkot and Ahmedabad di- 
vision public health and rural sanitation seminar 
recommended to the government of Bombay that 
the health program in the state be put on a “war 
footing.” The seminar recommended the delegation 
of powers to medical officers to buy drugs, medic- 
aments, and insecticides in times of emergencies. 
It also suggested that there should be day-to-day 
coordination of work between the health and de- 
velopmental departments in rural areas so that the 
medical department could continue its work even 
after its period of the developmental program ended 
in a particular area. The seminar recommended that 
a health committee for every village in a develop- 
ment block be set up and made responsible for sub- 
mission of a report to the primary health center on 
the occurrence of any communicable disease in the 
village. It also suggested that the department of 
health give adequate training to workers at the vil- 
lage level in first aid. The seminar also agreed on 
the suggestion to organize cleanliness drives in vil- 
lages for a week every year and to hold intervillage 
competitions in rural sanitation. 


Aviation Medicine.—The government has set up 
a school of aviation medicine at Bangalore. The 
school will concurrently run separate courses for 
Air Force medical officers, pilots, navigators, other 
personnel of the general duties branch, and airmen 
of the medical branch. Indian Air Force medical 
officers had hitherto to be sent abroad for this type 
of training. 


NEW ZEALAND 


Controlled Hypotension in Neurosurgery.—About 
20% of the patients in whom controlled hypotension 
was induced with hexamethonium bromide and aug- 
mented first by posture and later by applying nega- 
tive pressure to the legs failed to respond. It ap- 
peared that in these patients, after the maximum 
effect of hexamethonium bromide had been ob- 
tained, at least some of the blood vessels were 
contracted, One possible explanation was that this 
might be due to circulating epinephrine or arterenol 
acting peripherally on the vessel walls. With this 
hypothesis in mind, R. L. Coulter (Anaesthesia 
12:74, 1957) reported the results of using adrener- 
gic blocking agents. After preliminary trials with 
chlorpromazine, Dibenzyline (N-phenoxyisopropyl- 
N-benzyl-8-chloroethylamine hydrochloride) was 
chosen. Dibenzyline is several times more powerful 
than its predecessor Dibenamine, and much less 
toxic. Dibenzyline dissolved in propylene glycol and 
alcohol and acidified with hydrochloric acid was 
given to 26 neurosurgical patients resistant to hex- 
amethonium; there was a resultant drop in blood 
pressure in 25 of them. The smallest effective total 
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amount was 25 mg., but most of the patients had 50 
to 100 mg. In only four of these patients was the 
pulse rate. after hexamethonium therapy, under 100 
per minute. In many it was 140 to 160. Dibenzyline 
had no apparent effect on the pulse rate. Coulter 
concluded that the failure of large doses of hex- 
amethonium to produce a useful degree of postural 
hypotension in a small proportion of patients is 
probably due to the presence of circulating epine- 
phrine and perhaps arterenol, causing a direct vaso- 
constriction and usually a tachycardia. The vaso- 
constriction but not the tachycardia can usually be 
abolished by the use of Dibenzyline. 


Adrenalectomy Follow-ups.—The population of 
New Zealand is widely scattered in small towns far 
from the main city hospitals. According to Wood- 
ruff and co-workers (Australian & New Zealand J. 
Surg. 26:297, 1957) total adrenalectomy for the 
palliative treatment of disseminated cancer of the 
breast would not be feasible for patients living in 
rural areas owing to difficulties in assessing main- 
tenance. One of their patients, however, is taking 
a daily minimum maintenance dose of 0.3 mg. of 
fludrocortisone and 40 mg. of cortisone. Her clinical 
state is maintained from biweekly estimations of 
urinary sodium and potassium and of blood sugar 
levels. The patient has been instructed to collect 
and measure her urinary output on the relevant 
days and to mail a small sample labeled with the 
total volume to the Otago Medical School at Dun- 
edin, Blood specimens are obtained by a country 
doctor and also sent to Dunedin. The results are 
referred to the country doctor. The procedure has 
been most satisfactory for both the patient and her 
medical advisors. 


High-speed Dental Drill.—Selling dentistry to the 
New Zealand public, with quickly-decaying teeth, 
promises inestimable benefits. The dental profession 
here has welcomed the new high-speed drill, which 
is painless. The secret of its success is the speed 
with which it revolves—about 250,000 rpm com- 
pared with present speeds of 8,000 to 10,000 rpm. 
Dental researchers had known for years that higher 
speeds would cut vibrations, the cause of much pain. 
A turbine driven by compressed air has been found 
to give the desired speed, and a hand piece has been 
designed which is no larger than the present ones. 
Heat, another cause of the patient’s discomfort, has 
been eliminated by using a fine spray of cold water. 


Dental Prophylaxis.—Professor F. Wilkinson, Dean 
of the University of London Postgraduate Dental 
School and chairman of the Education Committee 
of the General Dental Council of Great Britain, 
recently paid a visit to the University of Otago 
Dental School. The purpose of Professor Wilkinson’s 
visit was to look into the training of dental nurses 
in New Zealand. A similar training scheme is now 
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to be established in Great Britain. Dental attention 
must be carried out continuously to be effective, 
Professor Wilkinson said, and he advocated the con- 
tinuation of state responsibility up to the age of 21, 
when a person could be expected to seek treatment 
himself. He suggested that dental nursing should 
attract more young women, who are well suited 
for dealing with children, as it is a job which can 
be continued part time after marriage. 


Amendment of Law on Insanity.—Power for a mag- 
istrate to order the confinement of a person who is 
not sane enough to plead when charged with a sum- 
mary or indictable offense is given in the Mental 
Health Amendment Bill that was introduced to the 
House of Representatives recently. At present there 
is no provision for the case where a person is found 
by the magistrate’s court at the preliminary hearing 
to be unfit to plead, or for the case of a summary 
charge. Such confinement—the pleasure of the Min- 
ister of Justice—can be ordered only if a person is 
found by a jury to be insane so that he cannot plead. 
The bill also allows boards incorporated under the 
religious, charitable, and educational trusts to op- 
erate “short-stay” homes for mentally retarded chil- 
dren. At present, these homes can be operated only 
by incorporated societies. The period during which 
a child under the age of 18 years can stay in these 
homes is extended from a maximum of two months 
at any time to a period approved by the director 
of the mental hygiene division of the Health De- 
partment. A proviso is that satisfactory facilities for 
training must not be available in the locality where 
the child usually lives but are available either in or 
near the home. 


UNITED KINGDOM 


Mental Illness in Scotland.—The annual report of 
the Scottish Board of Control reveals that in 1956 
the number of admissions to mental hospitals was 
10,147, compared with 9,168 in the previous year. 
Some patients were admitted more than once, and, 
taking this into consideration, the number of pa- 
tients actually admitted was 9,200. The number of 
voluntary.admissions rose to a record figure of 73% 
of the total admissions. The shortage of accommo- 
dations tor mental defectives is still acute, in spite 
of the increased expenditure on mental health by 
the National Health Service. The number of mental 
patients cared for in private dwellings has increased 
to 341. In 1956 there were § suicides and 55 acci- 
dental deaths in mental hospitals. The use of tran- 
quilizers has temporarily improved many psychotic 
patients, some of whom were returned home for 
short periods, but many of them broke down again 
and returned to the hospital. More patients are 
being treated by the “open” method, without locked 
doors. Week-end leave is often permitted, and even 
suitable outside employment is allowed. Occupa- 
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tional therapy is being used more, and greater use 
has been made of group psychotherapy and dis- 
cussions, recreation (games, music, and television), 
and instructien i> useful crafts and Jomestic activi- 
ties. 


Drug Addiction.—Great Britain remains compara- 
tively free of addiction to drugs (chiefly narcotics) 
controlled by the Dangerous Drugs Acts. The num- 
ber of known addicts in 1956 in the United King- 
dom was 333, according to the British government's 
report to the United Nations. Among the addicts 
were 77 doctors, 2 dentists, and 20 nurses, or 30% 
of the total. Those addicted to morphine numbered 
176, to meperidine hydrochloride 64, to heroin 53, 
to methadone 20, to phenadoxone 8, to cocaine 6, 
and to levorphanol tartrate 4. Apart from members 
of the medical and allied professions, who have 
access to narcotics, no occupational group appears 
to be unusually associated with addiction, although 
a small but appreciable number of dance-band 
musicians are known addicts. In 1956, 42 cases of 
addiction were reported; 3 of these were in recidi- 
vists. Opium smoking is rare and is practiced mostly 
by Asiatics in seaports. Most of the traffic in mari- 
huana occurs in London. There were 103 convic- 
tions for dealing in or possessing the drug, 60% of 
them in London, the offenders being mostly of 
West African or West Indian origin. Since addiction 
is not a serious problem here, there are no state 
institutions for investigating the prob'em or for 
treatment, which is carried out in public hospital: 
and private nursing homes. In the home office an 
official record is kept of all known drug addicts. In 
1956, 54.2 kg. of opium and 114.1 ke. cf marihuana 
were seized. There were 157 prosecutions and 151 
convictions for violation of the narcotic laws. Near- 
ly all those convicted for offenses involving manu- 
factured drugs were of European origin. Most 
addicts obtain drugs by forged prescriptions or by 
getting supplies from more than one physician. 


Health Service Reform Plan.—A plan for a reformed 
Health Service on the basis of personal insurance 
aided by state subsidy, which could mean a net 
saving to the exchequer of 392 million dollars a vear, 
is being sponsored by the Fellowship for Freedom in 
Medicine. It contains features adapted from the 
Australian system. The main objectives are to check 
the deterioration of the traditional high standards 
of medicine and to curb the ever-mounting cost to 
the taxpayer. The fellowship, which consists mainly 
of physicians, was founded by the late Lord Horder. 
A schedule of standard benefits would be agreed on 
between the Ministry of Health, the inst.rance com- 
panies, and the medical profession. The insurer 
would pay 60% of the benefit and the exchequer 
40%, The patient would pay the fees not covered 
by the terms of insurance, On the principle of the 
motorist’s “no claim” bonus, it is suggested that, as 
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an inducement to patients not to make unnecessary 
demands, an insurance company might offer certain 
extra benefits to patients whose claims in a year did 
not exceed a certain sum. 

The British Medical Journal, Aug. 3, notes that, 
according to the Fellowship for Freedom in Medi- 
cine, the major faults of the National Health Serv- 
ice are (1) the virtual abandonment of the insurance 
principle, (2) the policy of focusing the Service on 
the hospital rather than on the family physician, and 
(3) the widespread delusion among the public that 
their insurance payments cover the costs of the 
Service. The fellowship believes that the Health 
Service in its present form has a harmful effect on 
the practice of medicine and advocates a state- 
subsidized compulsory insurance of physicians’ and 
hospital fees by those in a position to pay for it and 
a free Health Service for all others. The effect ot 
the proposals is to give the insured person and his 
dependents about 90% coverage against the costs of 
general practitioner and hospital treatment. The 
motive behind the scheme is the laudable one of 
running a Service that places at least some direct 
respensibility on the patient for his health. This aim 
is in line with the following recommendation made 
by the World Medical Association in 1952: “Any 
Social Security Scheme should contain elements that 
encourage self reliance and a sense of personal re- 
sponsibility; and... any Social Security Scheme 
should stress the obligation of the individual to 
make at least part of his contribution directly to the 
functioning and costs of the Scheme.” 


Rheumatoid Arthritis—The joint committee of the 
Medical Research Council and the Nuffield Foun- 
dation have reported the results of clinical trials de- 
signed to compare the effectiveness of cortisone 
with that of prednisone in the treatment of rheu- 
matoid arthritis. Sixty-eight patients who had been 
treated with cortisone for a year or more were 
divided into two groups, matched as far as possible 
for age. sex, duration of disease. and duration of 
cortisone therapy. One of each pair selected at 
random continued to receive cortisone. The other 
was changed to prednisone therapy, the dosage of 
which was commenced at one-third of the amount 
of cortisone the patient had been taking and sub- 
sequently adjusted so that the patient received the 
maximum benefit without side-effects. Both groups 
were followed up for a year. Clinical assessment 
was based on a judgment of the activity of the dis- 
ease and an evaluation of the patient's general 
functional capacity. The strength of grip in each 
hand was measured, and laboratory tests were 
made with respect to the sedimentation rate and 
hemoglobin level. 

Throughout the trial the patients remaining on 
cortisone therapy showed, on the average, no ma- 
terial change for better or worse, compared with 
their state in the previous year, but those getting 


J.A.M.A., Sept. 14, 1957 


prednisone showed improvement in strength of 
grip, sedimentation rate, hemoglobin level, and gen- 
eral functional capacity and decreased disease activ- 
ity. After a year the disease was judged to be inactive 
in five of this group but in none of the patients 
getting cortisone. The patients on prednisone ther- 
apy received the greatest benefit in the first three 
months. Then, for the group as a whole, the benefit 
generally diminished thereafter, though it still re- 
mained, to a lesser degree, at the end of one year. 
This partial loss of initial improvement mav have 
been due to the general reduction that occurred in 
the dosage of prednisone during the course of the 
vear. Although the dosage was adjusted to obtain 
the maximum benefit and minimum of side-effects, 
the latter did occur, particularly “moon face,” which 
was more prevalent in the prednisone-treated than in 
the cortisone-treated group. The more favorable re- 
sults noted with prednisone might have been due, in 
part at least, to the use of a dosage that was relatively 
high in comparison with the cortisone dosage. 


Salk Vaccine Gets into Britain.—Evidence is ac- 
cumulating that large quantities of Salk poliomye- 
litis vaccine are arriving in Great Britain from the 
United States, although no import licenses have 
been issued by the Ministry of Health. Fears have 
been expressed by physicians that this “smuggling” 
is likely to become a matter of personal gain to un- 
scrupulous people. At the moment this vaccine is 
being sought mostly by parents seeking protection 
for their children. British production to date has 
been sufficient to vaccinate only one million of the 
six million children aged between two and _ nine. 
Many physicians believe that the government should 
import enough vaccine to vaccinate children of all 
ages and any adults who so desire. The Ministry’s 
restriction of the importation of the vaccine is based 
on the Therapeutic Substances Act, which requires 
licensing by the Ministry. Although no such licenses 
have been granted, the Ministry intimated that in 
certain circumstances the importation of small 
amounts would be authorized. These must be un- 
solicited gifts addressed to individuals, There must 
also be evidence that the vaccine is to be admin- 
istered by a physician who accepts full responsi- 
bility. Most of the vaccine entering the country is 
arriving because of a liberal interpretation by both 
physicians and patients of the expression “unsolicit- 
ed gifts.” Some is being brought by returning trav- 
elers. 

The Daily Telegraph stated that all physicians 
must know that Salk vaccine is being brought into 
Great Britain, but it is doubtful that anybody, in- 
cluding the Minister of Health and the Postmaster- 
General, knows how much, Since the disasters re- 
sulting from faulty manufacture of the vaccine 
earlier are not likely to be repeated, no physician 
using vaccine procured from the United States need 
have any anxieties about the results. 
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Paternity Tests: Admissibility in Proceeding for 
Nonsupport.—The defendant was indicted for a fail- 
ure to provide for the support of his wife and two 
minor children. His motion for a blood test under 
the provisions of a 1954 law was reported without 
decision to the Supreme Judicial Court of Massa- 
chusetts. 

The Commonwealth objected to the ordering of 
the blood test on the ground that the law was not 
applicable to proceedings for nonsupport. The su- 
perior court submitted two specific questions to the 
Supreme Judicial Court: (1) whether the provisions 
of chapter 278, section 12A, are applicable to pro- 
ceedings brought for nonsupport of minor children; 
(2) whether expert testimony of blood tests, which 
show an exclusion, is admissible on the question of 
paternity in criminal proceedings brought for non- 
support of minor children born during wedlock. 
Chapter 278, section 12A, provides: “In any pro- 
ceeding to determine the question of paternity, the 
court, on motion of the defendant, shall order the 
mother, her child and the defendant to submit to 
one or more blood grouping tests, to be made by 
a duly qualified physician or other duly qualified 
person, designated by the court, to determine 
whether or not the defendant can be excluded as 
being the father of the child. The results of such 
tests shall be admissible in evidence only in cases 
where definite exclusion of the defendant as such 
father has been established. If one of the parties 
refuses to comply with the order of the court rela- 
tive to such tests, such fact shall be admissible in 
evidence in such proceeding unless the court, for 
good cause, otherwise orders.” 

In answer to the first question, the court held 
that, since the indictment for nonsupport is not a 
“proceeding to determine the question of paternity 
the statute does not authorize an order that the 
mother and children therein named submit to a 
blood grouping test. 

In answer to the second question, however, the 
Supreme Judicial Court held that expert testimony 
of blood grouping tests showing the definite ex- 
clusion of the defendant as the father of a child, 
the support of whom is the object of an indictment, 
is admissible if otherwise competent. Continuing, 
the court said that there is substantial authority to 
support the scientific reliability of blood grouping 
tests to prove biologically the impossibility of pa- 
ternity. The court admitted that there is a presump- 
tion of legitimacy in the case of a child born in 
wedlock which can be overcome only by facts which 
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prove beyond reasonable doubt that the husband 
could not have been the father. Proof of the im- 
potency of the husband or no access to his wife, 
for example, are held to be sufficient. Since like 
certainty of proof appears obtainable through the 
definite exclusion of the husband’s paternity by the 
tests here under consideration, the court concluded, 
it follows that evidence derived from blood group- 
ing tests would warrant a finding beyond a reason- 
able doubt that the defendant is not the father of 
either child named in the indictment and would 
be admissible. 

The case was therefore remanded to the trial 
court for further proceedings in accordance with 
such opinion.—Commonwealth Stappen, 143 N.E, 
(2) 221 (Mass., 1957). 


Validity of Wife’s Consent to Electroshock Treat- 
ment for Husband.—This was an action for damages 
against the insurer of a physician for injuries alleg- 
edly caused by the physician’s malpractice. From a 
judgment for defendant, the plaintiff appealed to the 
United Siates court of appeals for the Fifth Circuit. 

The insured physician, a psychiatrist, determined 
that the plaintiff needed some electroshock treat- 
ments, After having been informed of the possible 
hazards of such treatments, the plaintiff's wite con- 
sented to their administration to the plaintiff. The 
plaintiff, however, contends that administering the 
treatments without his consent deprived him of his 
freedom of contract and, theretore, of his liberty 
without due process of law. The evidence showed 
that the plaintiff needed neuropsychiatric treatment. 
It also showed, however, that his condition was 
such, in the judgment of his physician and his wife, 
as to make it unwise and unsafe to require him to 
undergo the strain of discussing and considering the 
possible hazards involved in electroshock treatments 
and of making a decision as to whether or not such 
treatments should be administered. The plaintiff's 
wife fully comprehended the situation and gave her 
consent to the treatments. 

The case, said the court, must be governed by the 
principle that, before proceeding, a physician must 
acquaint a patient with the diagnosis and proposed 
treatment and obtain his consent, except that, when 
the circumstances require it, someone properly act- 
ing for the patient may give the consent. In such 
instance, the consent of the wife who fully under- 
stands the need and the hazards is a valid, legal 
consent. It was, therefore, not error, concluded the 
court of appeals, for the trial court to charge that 
there was a valid consent. Accordingly, the judg- 
ment for the defendant was affirmed. Lester v. 
Aetna Casualty & Surety Company, 240 F. (2d) 676 
(C. A. 5, 1957). 
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Atrial Fibrillation Following Mitral Valvulotomy: A 
Study of Its Clinical Characteristics and Predisposing 
Factors. R. Heinz and H. Hultgren. A. M. A. Arch. 
Int. Med. 99:896-903 (June) 1957 [Chicago]. 


The most common postoperative complication in 
mitral valve surgery in patients with a normal sinus 
rhythm is the occurrence of atrial fibrillation. Sixty- 
seven of the 144 patients studied had atrial fibrillation 
at the time of surgery. Of the 77 patients who had a 
normal sinus rhythm prior to surgery, 36 (47%) de- 
veloped atrial fibrillation postoperatively. Atrial fibril- 
lation appeared within the first 7 postoperative days 
in 92% of the 36 patients. Fibrillation appeared most 
frequently on the second postoperative day, only 2 
patients beginning to fibrillate on the day of surgery. 
In the patients who developed atrial fibrillation post- 
operatively, no significant relationship between the 
ventricular rate or the day of onset of fibrillation and 
the age of the patient was noted. The onset of atrial 
fibrillation resulted in an increase of the ventricular 
rate of 31 digitalized patients to a mean rate of 142, 
while 6 nondigitalized patients experienced a mean 
ventricular rate of 168. The patients with persistent 
sinus rhythm differ from the other 2 groups in being 
younger, but the difference between the postoperative 
fibrillation and chronic fibrillation groups is not suf- 
ficient to be of any statistical significance. Of those 
patients exhibiting postoperative atrial fibrillation, 
28% gave a history of previous paroxysmal fibrillation, 
in contradistinction to those patients (5%) who main- 
tained a normal sinus rhythm. A relationship of mild 
or moderate mitral insufficiency to persistent atrial 
fibrillation does exist, although no correlation is readily 
apparent between the size of the left atrium and the 
incidence of either persistent or postoperative fibrilla- 
tion. Histological evidence of rheumatic carditis sup- 
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ports the tenet that positive auricular biopsies are 
more common in younger patients in whom the inci- 
dence of fixed or postoperative fibrillation is lower. 
Slowing of the ventricular rate after onset of atrial 
fibrillation was accomplished largely by the adminis- 
tration of additional digitalis glycosides. None of the 
patients having atrial fibrillation preoperatively re- 
verted spontaneously to sinus rhythm postoperatively, 
while 10 patients who fibrillated postoperatively did 
have spontaneous return to sinus rhythm. Sinus rhythm 
restoration was successful in 16 patients (70%), who 
received an average of 2.5 Gm. of quinidine, which 
was not given until the 7th or 8th postoperative day 
in order to allow ample time for spontaneous conver- 
sion. Only 10 of the 36 patients who began to fibrillate 
postoperatively were not returned to sinus rhythm. 
Quinidine, given postoperatively to 18 patients who 
had atrial fibrillation preoperatively, resulted in sinus 
rhythm restoration in 7 (39%). The factors predisposin¢ 
to fibrillation are the presence of associated mitral in- 
sufficiency, paroxysmal atrial fibrillation, and increas- 
ing age. There is no evidence to substantiate a de- 
crease in intracellular potassium as the cause of atrial 
fibrillation. 


Anemias of Hypophysial and Diencephalic Origin. 
]. Leprat. Presse med. 65:892-895 (May 11) 1957 (In 
French) [Paris]. 


The hematological repercussions of diencephalic 
and hypophysial disorders have been the subject of 
intensive study in recent years. No convincing evi- 
dence has been found to show that anemia may result 
directly from any diencephalic condition, without the 
intervention of the pituitary body. Pituitary insuffi- 
ciency, however, is responsible for the most frequent 
and severe anemias of all those that are attributable 
to an endocrine origin. The most significant factor in 
the production of the hypopituitary anemias seems to 
be the anterior lobe of the pituitary body. Thus it has 
been shown that the anemia produced by hypophy- 
sectomy in experimental animals does not appear 
when only the posterior and intermediate lobes are 
removed. 

Anemia is almost constant in Sheehan's postpartum 
syndrome, and it is also common in patients with 
certain hypophysial tumors (chromophobe adenoma 
and craniopharyngioma) and in those with various 
other types of panhypopituitarism. Hematological 
studies show that the anemia accompanying all of 
these conditions is usually microcytic and either hypo- 
chromic or normochromic during the greater part of 
its course. The decline in the red blood cells is ap- 
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parently due to hypoplasia of the marrow, found in 
most patients in association with fatty infiltration of 
the marrow. Gastric achylia is also a common finding 
in these patients. Hormone therapy is the only method 
by which the normal blood picture can be restored. A 
combination of thyroid extract with testosterone and 
cortisone given in small doses is effective in some 
cases, but in others recourse must be had to cortico- 
tropin, which seems to be the most active of the hypo- 
physial hormones in this connection. 

Experimental findings in hypophysectomized ani- 
mals strongly suggest the existence of a specifically 
hematopoietic hypophysial principle, but whether this 
new hormone, if it exists, acts directly at the level of 
the medullary parenchyma or indirectly by means of 
more general metabolic changes is still a matter of 
speculation. Complex as this and the other problems 
connected with hypopituitary anemias are, their theo- 
retical importance to hematologists and endocrinolo- 
gists is so great that they should be given further 
study. 


Asthmatic Wheezing: Compression of the Trachea 
and Major Bronchi as a Cause. E. Dekker and J. Groen. 
Lancet 1:1064-1068 (May 25) 1957 [London]. 


It is commonly assumed that the typical wheezing 
during the expiratory phase of the asthmatic attack 
is produced by a stenosis of the smaller bronchi and 
bronchioli. Opinions differ regarding the cause of this 
stenosis. Some attribute it to a spasm of the bronchial 
and bronchiolar musculature; others, to a partial ob- 
struction by mucus, or edema and congestion of the 
bronchial mucosa, or both. The authors present evi- 
dence that it may be produced, at least partly, by a 
narrowing of the trachea and larger bronchi. They 
were able to confirm old observations that asthmatic 
patients and normal people can learn to wheeze at 
will by imitating the typical asthmatic expiration. This 
voluntarily produced wheezing is indistinguishable 
from the spontaneous wheezing during asthmatic at- 
tacks. X-ray studies during this voluntary wheezing 
reveal, both in normal subjects and in asthmatic pa- 
tients, a considerable narrowing of the cervical and 
thoracic trachea and of the main bronchi. The same 
narrowing was found in x-ray pictures taken during 
expiration in patients with spontaneous asthmatic at- 
tacks. 

In human lungs, obtained at autopsy, which were 
made to breathe under different pressure in a closed 
jar, an expiratory pressure of 1 cm. Hg or more pro- 
duced a considerable stenosis by a prolapse of the 
membranaceous part of the trachea and main bronchi 
into the lumen. It is postulated that a similar passive 
compression of the larger air passages, caused by the 
high intrathoracic expiratory pressure which asthmatic 
patients produce as a result of their peculiar type of 
breathing, is an important factor in the production of 
the asthmatic bronchostenosis and of the expiratory 
wheezing which is so characteristic of this disease. 
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These observations help indicate the mechanisms by 
which asthmatic attacks are brought about and by 
which they can disappear with breathing exercises. 


A 36-Year Study of Diseases of the Chest on a Uni- 
versity Campus (Concluded). J. A. Myers, R. E. Boyn- 
ton and H. S. Diehl. Journal-Lancet 77:171-181 (Mav) 
1957 [Minneapolis]. 


In a previous paper, an abstract of which appeared 
in THe JourNAL (164:1154 [July 6] 1957), the authors 
reported on their experience with diseases of the chest 
studied at the clinic for the diagnosis and treatment 
of tuberculosis and other diseases of the chest at the 
University of Minnesota student health service be- 
tween 1920 and 1956. They had emphasized the magni- 
tude of the problem of clinical tuberculosis on the 
campus which led to adoption of successful methods 
for its control. The incidence of contagious tubercu- 
losis increases as people grow older. Thus a tuber- 
culesis control program among faculty and personnel 
members is exceedingly important. Tuberculous pleu- 
risy with effusion was seen in 119 persons. Extra- 
thoracic tuberculosis involving bones, joints, kidneys, 
lymph nodes, and meninges has been observed in 61 
persons. 

There may be students or faculty members on a 
campus with clinical and even contagious tubercu- 
losis who feel and appear well and are not discovered 
unless a detailed search is made for them. The best 
search consists of testing all with tuberculin and sub- 
jecting reactors to a complete examination, including 
roentgenograms of the chest. Every student who re- 
acts characteristically to the tuberculin test, either on 
entrance or while in school, should be apprised of the 
fact that multiple lesions exist in his body and that 
they contain living tubercle bacilli. He should be in- 
formed that these organisms may produce gross and 
clinical disease at any time during the remainder of 
his life. However, such disease can usually be detected 
before it has caused much destruction or spread to 
others and at a time when it can be treated success- 
fully. Student health services can do much to help 
solve the serious problem of tuberculosis in national 
defense. 


Primary Carcinoma of Liver: A Clinical Analysis of 
107 Cases. Chung Hsiieh-Li and Ch’en Hao-Chu. 
Chinese M. J. 75:295-315 (April) 1957 (In Enelish) 
[Peking]. 


Primary carcinoma of the liver is rare among Juro- 
peans and Americans but common among Africans 
and Orientals. In the 14 years from 1941 to 1954 the 
authors observed 217 patients with primary carcinoma 
of the liver among 61,487 admitted to 2 Shanghai 
hospitals. This report is concerned with 107 of these 
patients in whom the diagnosis was verified by histo- 
pathological examination of biopsy specimens of the 
liver. The ages of the patients ranged from 10 months 
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to 66 years, but nearly 90% were between 31 and 60 
vears of age; there were 100 male and 7 female pa- 
tients. The onset is insidious, symptoms being absent 
or very slight during the early stage. A growing mass 
in the abdomen, with pain, impairment of appetite, 
loss of weight, and fever are the usual symptoms dur- 
ing the late stage, when most of the patients reviewed 
here were first seen. Many appeared chronically ill 
and emaciated and a few were acutely ill, but in the 
others the general condition was fairly good. Enlarge- 
ment of the liver was noted in all but 2 of the pa- 
tients, in whom ascites made palpation difficult. The 
border of the enlarged liver usually extended 5 to 
10 cm. below the right costal margin, causing bulging 
of the right upper quadrant of the abdomen. The 
liver was usually firm and tender, with an irregular 
surface. The spleen was palpable in 33 of the pa- 
tients. Forty patients had jaundice. The laboratory 
findings and the main clinical features are discussed. 

Although a tentative diagnosis of carcinoma of the 
liver may be made from an analysis of the history 
and physical findings, definite diagnosis depends upon 
the demonstration of cancer cells or neoplastic tissue. 
The authors investigated the merits of different diag- 
nostic methods, and show that. apart from laparotomy, 
liver puncture and biopsy or smear examination for 
cancer cells with Wright's stain is the most reliable 
method, despite the risk of internal hemorrhage. The 
liver specimen obtained by puncture and biopsy may 
be examined either in sections or by the simple smear 
method. Search for cancer cells in the peritoneal and 
pleural fluids was not of great diagnostic value, and 
liver-function tests usually did not give much help in 
diagnosis. Resection was done in 1 of the patients, but 
recurrence soon followed and the patient died 6 
months after operation. Two patients were treated 
with nitrogen mustard, but no definite therapeutic 
effect was observed. So far there is no satisfactory 
method of treatment. The authors believe that im- 
provement in economic conditions, better nutrition, 
and proper treatment of gastrointestinal and hepatic 
disorders would aid the prophylaxis of carcinoma of 
the liver. 


Leukaemia. RK. Scott. Lancet 1:1053-1057 (May 25) 
1957 [London]. 


The incidence of leukemia is increasing, and, while 
more precise diagnosis may explain some of this in- 
crease, the author believes that it does not explain all 
of it. The nature of the leukemic process is now gen- 
erally held to be neoplastic; and, when “cancer” is 
defined in terms of dynamic cell behavior, there can 
be little quarrel with this view. It is undeniably a 
purposeless progressive uncoordinated cellular pro- 
liferation. The fundamental cause of leukemia is to 
be sought in the larger mystery of the cause of cancer. 
In commenting on external factors in the pathogenesis 
of leukemia the author mentions the higher incidence 
among survivors in atomic bomb explosions, in those 


J.A.M.A., Sept. 14, 1957 


who have received irradiation for ankylosing spondy- 
litis or for thymic tumors, and among radiologists. A 
genetic factor seems to be indicated by the occasional 
report of several cases in one family. Leukemia has 
also been observed in almost every species of animal. 
Acute leukemia is distinguished from the chronic 
form by the immaturity of the proliferating cells and 
the rapidity of its course. Myeloblastic, lymphoblastic, 
and monocytic varieties are recognized, but the dis- 
tinction between the several primitive elements may 
be difficult, and refuge is often sought in the evasive 
qualification of “stem cell.” There is, therefore, con- 
siderable variation in the reported incidence of the 
different types. More males than females fall victim to 
acute leukemia, an inequality due to the frequency 
of the lymphoblastic type in male children. The age- 
incidence of the 3 varieties shows striking differences. 
Myeloblastic leukemia is spread evenly throughout 
the whole span of life; lymphoblastic is predominantly 
a disease of children; and monocytic affects mainly 
the middle-aged. The different cytological varieties 
seldom present clear-cut clinical differences. The diag- 
nosis of acute leukemia is established by examining 
the blood and bone marrow. When the changes in the 
peripheral blood are inconclusive, the diagnosis is 
established by bone-marrow puncture, which will re- 
veal in almost every instance a replacement of the 
normal cells by myeloblasts, lymphoblasts, or primi- 
tive monocytes. The course of leukemia is so variable 
that figures of average duration have little meaning. 
The fundamental aim of treatment is to control the 
neoplastic process and restore normal cellular be- 
havior in the hemopoietic system, but symptomatic 
treatment must be considered. While blood trans- 
fusion has no place as a definitive means of treatment, 
it should be prescribed in quantities sufficient to main- 
tain a hemoglobin level of 9 Gm. per 100 ml. while 
attempts are made to control the leukemic process. 
The “specific” agents which may exert partial or com- 
plete, although never more than temporary, control 
over the leukemic process are the steroid drugs and 
certain antimetabolites. In the present series, in 81 
patients treated with blood transfusion and _ anti- 
biotics alone the mean length of survival from the first 
symptom was 20.2 weeks, and in 63 who received in 
addition “specific” treatment, 21.7 weeks. These figures 
provide no cause for optimism, but the author has at 
present 6 patients in complete remission. It may be 
claimed that there are, at least, grounds for hope and 
encouragement in this recently acquired ability occa- 
sionally to halt for a while the formerly unrelenting 
malignant process known as acute leukemia. 


Clinical Evaluation of 3 Anticoagulants in Thrombo- 
embolic Disease. |. M. E. Neilson and A. W. Mollison. 
Brit. M. J. 1:1214-1217 (May 25) 1957 [London]. 


Of 361 patients with thromboembolic disorders, 57 
were treated with cyclocumarol (Cumopyran), 125 
with ethyl biscoumacetate (Tromexan ethyl acetate), 
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and 179 with phenindione. Patients given ethyl bis- 
coumacetate or phenindione received 10,000 to 15,000 
units of heparin intravenously every 6 hours for the 
first 24 hours of anticoagulant therapy. Because of its 
slower effect on the prothrombin time, those given 
cyclocumarol received the same dosage of heparin 
every 6 hours for 48 hours. Cyclocumarol, ethyl bis- 
coumacetate, and phenindione were given by mouth 
in divided doses at 2 p. m. and 10 p. m. Two doses of 
75 mg. or 50 mg. of cyclocumaro! on the first day were 
found to be adequate for most patients. On the second 
day 2 doses of 12.5 or 25 mg. were most often neces- 
sary. The daily maintenance dose varied from less than 
12.5 to 50 mg. The usual initial dose of ethyl bis- 
coumacetate was 600 mg. followed 8 hours later by 
an additional dose of 600 mg. On the second day of 
therapy, 2 doses of 300 mg. were most frequently used. 
The total amount given in the first 48 hours varied 
from 300 to 2,400 mg., and the daily maintenance dose 
varied from less than 150 to 1,200 mg. The most com- 
mon dose schedule of phenindione was 200 mg. di- 
vided into 2 doses on the first day. with 2 50-mg. doses 
on the second day. The total dose given in the first 48 
hours varied from only 125 mg. to as much as 650 mg., 
and the daily maintenance dose varied from less than 
25 to 375 mg. 

The following points of comparison were used: 1. A 
therapeutic degree of prolongation of the prothrombin 
time was effected more quickly with phenindione than 
with cyclocumarol. For all practical purposes, phen- 
indione was as rapid in its action as ethyl biscoumace- 
tate. 2. Patients receiving cyclocumarol and ethyl 
biscoumacetate showed greater and more frequent 
fluctuations in their prothrombin times during mainte- 
nance therapy than did those receiving phenindione. 
3. The percentage incidence of hemorrhage was great- 
est in the patients treated with cyclocumarol. 4. In 
the 3 groups of patients the response of the prothrom- 
bin time to vitamin K was the same, but in some 
patients receiving the longer-acting drug, cyclocu- 
marol, the prothrombin time subsequently lengthened 
and necessitated repeated administration of the vita- 
min. These findings suggest that phenindione is a 
more satisfactory and more easily controlled antico- 
agulant than either ethyl biscoumacetate or cyclocu- 
marol. 


SURGERY 


Surgical Indications in Cerebral Hemorrhage. |. Guil- 
laume, R. Roge, G. Mazars and A. Pansini. Presse méd. 
65:827-829 (May 1) 1957 (In French) [Paris]. 


Two-thirds of patients with untreated acute cerebral 
hemorrhage die during the first week. For this reason, 
it is necessary to operate as early as possible, not only 
in special cases of hematoma at a late stage. Statistics 
for more than 10 years provide no accurate estimate of 
the percentage of patients saved through surgery. In 
the beginning the authors treated surgically only sub- 
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acute hemorrhages of pseudotumorous form, with a 
high rate of success. Later, they operated on patients 
with regard to the stage of their illness only. This 
included a series of cases usually considered hopeless. 
The complications of treatment and of systematic 
hibernation render more difficult evaluation of these 
data. The study of the series of 150 acute and severe 
vascular accidents treated surgically by the authors 
shows that in 22 patients with ischemic lesions there 
were 14 cures and in 128 with cerebral hemorrhage 
there were 87 cures. Seventy-five per cent of the latter 
128 patients developed varying sequelae, either mini- 
mal or with unexpected functional recovery. These 
data stress the importance of surgery in spontaneous 
cerebral hemorrhage, the treatment of which should 
be based on elimination of the hemorrhagic focus. This 
should be done as early as possible, before signs of 
severe involvement of the cerebral trunk appear. Time 
should not be wasted on nonsurgical treatment; post- 
ponement of the operation is no longer justifiable. Age 
and arterial hypertension are not contraindications; 
however, severe azotemic nephritis or diabetic acidosis 
worsen the prognosis. The indication for operation is 
based on clinical and electroencephalographic exami- 
nation and on arteriography and ventriculography as 
well. The operation is not serious in itself and consists 
in removing the clots and cerebral pulp through a nar- 
row incision. The elimination of chronic azotemia and 
diabetes, along with the decrease of postponement of 
surgery, raises the hope that in the future there will 
be an increased rate of success or at least a decrease 
in mortality. 


Valvular Pulmonary Stenosis with Intact Ventricular 
Septum: Clinical and Physiologic Response to Open 
Valvuloplasty. S. G. Blount Jr., J. van Elk, O. J. Bal- 
chum and H. Swan. Circulation 15:814-826 (June) 1957 
[New York]. 


Thirty-eight patients with congenital valvular pul- 
monary stenosis were operated on with the aid of 
hypothermia and circulatory occlusion. The approach 
to the valve was transarterial, permitting plastic repair 
of the stenotic pulmonary valve with unimpaired 
vision and a dry operative field. Clinical and physi- 
ological studies were carried out before and after the 
operation in 25 of the 38 patients, 14 female and 11 
male, between the ages of 1’ and 33 years. Of the 25 
patients, 15 had an intact atrial septum and 10 had an 
associated functional or anatomic atrial defect. The 
first 3 patients were followed up for 3 to 3% years, 
while the other 22 were followed up for from a few 
months to 3 years. Two of the 38 patients operated on 
died postoperatively; one, a 7-month-old infant, died 
suddenly and unexpectedly 12 hours after the opera- 
tion, and autopsy was not permitted; the other, a 
10-year-old boy, died 5 hours after the operation of a 
bleeding diathesis. This operative mortality of 5% 
compares favorably with that in patients operated on 
by the blind transventricular approach. 
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The results obtained in the 25 patients were con- 
sidered superior to those obtained in patients operated 
on by transventricular approach. Only a minimal 
amount of actual valve substance was removed in the 
first 3 patients, and no valve tissue was excised in the 
last 35 patients. Auscultatory evidence of insufficiency 
of the pulmonary valve was occasionally noted. In the 
first 3 patients who have been followed for a period 
of 3'2 years there has been no clinical nor physiologi- 
cal evidence that this minimal degree of pulmonary 
insufficiency is significant. The systolic pressure gra- 
dient between the right ventricle and the pulmonary 
artery was completely abolished in 17 of the 25 pa- 
tients. A residual pressure gradient of more than 20 
mm. Hg was present in the remaining 8 patients. The 
possibility exists that some valve cups, being fibrosed, 
were sufficiently rigid to obstruct blood flow in these 
patients, although adequate incisions had been made. 
Another explanation would be that an infundibular 
stenosis was present lower in the ventricle, although 
no evidence of it was found on exploration of the sub- 
valvular area with the finger or with an instrument at 
the time of operation. The postoperative pressure trac- 
ings in 2 patients supported an additional explanation, 
namely, that obstruction to blood flow by the struc- 
tures of a hypertrophied outflow tract of the right 
ventricle, resulting from the valvular stenosis, may be 
the cause of a residual gradient in some patients. 

Slight to moderate pulmonary hypertension was 
observed postoperatively in 6 patients, although the 
pulmonary artery pressures were normal preoperative- 
ly. A definite explanation for this postoperative phe- 
nomenon must await further investigation. 


Considerations on 200 Commissurotomies for Mitral 
Stenosis. G. Ceccarelli and C. A. Carlon. Minerva car- 
dioangiol. 5:55-60 (March) (In Italian) 1957 [Turin, 
Italy]. 


The authors report on the results obtained in 200 
patients subjected to mitral commissurotomy. Seventy- 
nine patients were male and 121 female. The lesion 
does not occur more frequently in women than in men. 
The larger number of women is due to the fact that 
it is easier to convince women regarding the necessity 
for and the benefit of operation. Four patients were 
below 9 years of age, 31 were 10 to 19 years old, 74 
were 20 to 29, 53 were 30 to 39, 38 were 40 to 49, and 
10 were 50 to 59. Stenosis was caused by rheumatic 
fever in 72 patients, by local infection in 43, by articu- 
lar rheumatism and local infection in 49, by chorea in 
12, and by an unknown cause in the remaining 24. 
Sixty patients had a good heart action, presenting a 
normal rhythm and no myocardial lesions; 79 had a 
fair heart action, with arrhythmia and a mild myo- 
carditis; 69 had fibrillation and myocarditis. Seventy- 
four patients had a pure stenosis with fibrotic valvular 
edges; 64 had stenosis combined with mild _ insuffi- 
ciency and fibrotic valvular edges; 43 had _ stenosis 
combined with insufficiency and hard valvular edges, 
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which in some patients were calcified; 19 patients had 
a prevalent insufficiency. The patients with enlarged 
heart, tachycardia, arrhythmia, or fibrillation were 
treated with procainamide, digitalis, and quinidine for 
some time before they were subjected to the operation. 
A knife was used in 20% of the patients, while the 
others were subjected to a commissurolysis with the 
finger. The heart was reached through an incision in 
the 4th left intercostal space. Very good results were 
obtained in 87 patients. Sixty-five patients developed 
postoperative insufficiency; 44 patients developed 
stenosis and insufficiency; 4 patients died. One patient 
died at the beginning of the anesthesia and another 
after the opening of the thoracic cavity. The operation 
is contraindicated while the disease causing the ste- 
nosis is still active and when roentgenologic examina- 
tion demonstrates massive calcification. 


Treatment of Stone in the Common Bile Duct. J. Hos- 
ford. Brit. M. J. 1:1202-1205 (May 25) 1957 [London]. 


A vertical, supraduodenal choledochoduodenostomy 
was performed on 12 men and 19 women between the 
ages of 46 and 87 years with obstruction of the com- 
mon bile duct by stone or by biliary mud. The duct 
was dilated in all 21 patients, and in most of them it 
was thickened and rigid. Sixteen of the patients had 
had 1 or more previous operations on the biliary sys- 
tem, but 5 patients had not been operated on pre- 
viously. One patient died of a massive pulmonary 
embolus on the 4th day after the operation. All the 
other patients recovered, although their average age 
was 66 years. Three of them died 15, 4, and 2 years, 
respectively, after the operation, apparently of condi- 
tions unassociated with it. There were no particular 
complications in the postoperative period. In none of 
the patients was there any apparent leakage at the 
anastomosis. The freedom from symptoms was sur- 
prising; none of the patients had jaundice or chills. 
Air was seen postoperatively in a large part of the 
biliary passages of several patients. A barium meal was 
seen to go into the ducts for a considerable distance, 
but it soon came out. In one of the patients the biliary 
tract was outlined by air in the postoperative roent- 
genogram taken after a barium meal in the erect 
position. As soon as the patient was placed in the 
supine position, the barium refluxed up the bile duct, 
which appeared rather dilated. It might be advisable 
to let the patients who have had a choledochoduo- 
denostomy not to lie down after a meal until sufficient 
time has elapsed to allow the stomach to empty. 

A vertical, supraduodenal! choledochoduodenostomy 
is an operation which gives good results, with freedom 
from symptoms afterwards. It is very valuable in pa- 
tients who have recurrent stones or biliary mud in a 
thickened, dilated common bile duct when previous 
operations have been done. Performance of chole- 
dochoduodenostomy is also probably sound praxis in 
any patient in whom the duct, in addition to being 
dilated from obstruction by stones, is thickened and 
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rigid from chronic inflammation, even though no pre- 
vious operation has been done. This operation is not 
advised when the duct appears healthy, even though 
it contains stones. 


Pharmacological Asystole in the Surgery of the 
Exsanguinated Heart: Experimental Research in Hy- 
pothermia. P. Goffrini, E. Zanella, E. Botti and A. 
Peracchia. Chir. e pat. sper. 5:209-233 (March) 1957 
(In Italian) [Milan, Italy]. 


Drug-induced asystole during operation on the ex- 
sanguinated heart was studied in 12 dogs weighing 
12 to 20 kg. each. Some dogs received an injection into 
the bulb of the aorta of 1 cc. of 5% potassium chloride 
per kilogram of body weight. The body temperature 
of the dogs was reduced to 25 to 28 C. The injection 
caused arrest of the heart for a period of 6 to 12 
minutes. Fibrillation, which could not be checked by 
any of the usual procedures, began as soon as the 
circulation in the heart was restored. A second group 
of animals were given injections of 25 to 35 mg. per 
kilogram of body weight of potassium chloride. Con- 
tractions of the heart were not arrested, and fibrilla- 
tion developed immediately. A third group of dogs 
received the drug associated with physical maneuvers 
of reanimation. All dogs died because of an eventual 
arrest of the heart after a period of irreversible ven- 
tricular fibrillation. 

A second study was made in 17 dogs operated on 
under general anesthesia with barbiturates. The body 
temperature of the animals was reduced to 22 to 29 C, 
The dogs were given an injection into the bulb of the 
aorta of 10 mg. per kilogram of body weight of acetyl- 
chlorine. Asystole was maintained for a period of 
from 8 to 20 minutes. Cardiac systole could be restored 
without any complications. Asystole was obtained 
without marked depolarization. The authors think 
that acetylcholine prevents damage to the myocardium 
which might result from biochemical and_ physical 
damage caused by ischemia. 


Successful Treatment by Nephrectomy of ee 
sion Resulting from Aorticorenal Embolus. P. W. 
Stone, J. B. McNally, J. W. Lord and others. New 
England J. Med. 256:1076-1079 (June 6) 1957 [Boston]. 


In several well-documented cases of hypertension, 
obstruction of the renal artery has been chronic due 
to arteriosclerosis or thrombosis in the renal artery or 
in the aorta adjacent to renal arterial orifices. Primary 
treatment is nephrectomy, resulting in prompt re- 
mission of hypertensive symptoms, although equivocal 
results have been obtained after thromboendoarterec- 
tomy of the aorta with curettage of the renal artery 
or bilateral arterial homografting of the renal arteries. 
The patient observed presented symptoms of hyper- 
tension and nonfunction of the left kidney 10 days 
after resection of a thrombosed abdominal aorta. Hy- 
pertension was supposedly due to embolization of a 
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fragment of thrombus from the aorta into the artery 
coincidental to curettage of the abdominal aorta at the 
level of the renal artery orifices. An alternate sugges- 
tion is that occlusion of the same artery is due to the 
occurrence of a complete thrombosis in the already 
partially occluded left renal artery resulting from the 
20-minute period of aortic occlusion proximal to the 
renal arteries. Hypertension was reduced immediately 
following nephrectomy and remained within normal 
ranges for 17 months commensurate with functional 
improvement of the remaining kidney. 


Comparison of Side-effects After Partial Gastrectomy 
and Vagotomy and Gastro-enterostomy. H. T. Cox. 
Brit. M. J. 1:1211-1214 (May 25) 1957 [London]. 


The side-effects in 100 patients who have had partial 
gastrectomy for duodenal or anastomotic ulcer were 
compared with the side-effects in 100 patients with 
duodenal ulcer treated by vagotomy and_ posterior 
gastroenterostomy. Each tvpe of operation was carried 
out in comparable and unselected cases. Of the 100 
patients subjected to partial gastrectomy, 83 had duo- 
denal ulcer and 17 had anastomotic ulcer after 
posterior gastroenterostomy or pvloroplasty. The aver- 
age time between the date of operation and that of 
the follow-up examination was 4 years and 5 months. 
No regurgitation or negligible regurgitation occurred 
in 95 patients. Fifty-five patients were able to take a 
normal-sized mixed meal, and 45 were not able to do 
so. Thirty-five patients, 6 of the group of 55 and 29 of 
the group of 45, were deprived by partial gastrectomy 
of their ability to take a dessert. Dumping, i. e., attacks 
consisting of vertigo, weakness, palpitation, and sweat- 
ing, occurred in 19 patients, and in 13 of these dump- 
ing was directly induced by milk, milk puddings, fatty 
foods, eggs, chocolates, and pastries. In 3 of these 
patients, dumping was, in addition, produced bv a 
large meal. 

The average time of postoperative follow-up in the 
100 patients subjected to routine abdominal vagotomy 
and posterior gastroenterostomy with the stoma in the 
pyloric antrum was 2 years and 9 months; 92 did not 
have regurgitation or had only negligible regurgita- 
tion. Seventy-seven patients were able to take a 
normal-sized mixed meal and 23 were not. Nine pa- 
tients, 1 of the group of 77 and 8 of the group of 23, 
were deprived by vagotomy and gastroenterostomy 
of their ability to take a dessert. Dumping occurred in 
12 patients, and in 6 of these dumping attacks bore a 
definite relation to meals, 2 having dumping after hot 
milk, 1 after “horlicks,” 1 slightly after fatty foods, 
and 1 after the midday meal irrespective of its nature; 
1 had 2 attacks a month, usually after breakfast. Selec- 
tive impairment of digestion after partial gastrectomy 
occurred in 30 who were not able to take milk, in 30 
not able to take milk puddings, in 25 not able to take 
fatty foods, and in 20 not able to take eggs. Selective 
impairment of digestion after a vagotomy and a pos- 
terior gastroenterostomy occurred in 7 who were not 
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able to take milk, in 10 who were not able to take milk 
puddings, in 17 who were not able to take fatty foods, 
and in 14 who were not able to take eggs. 

There is no material difference in the incidence of 
biliary regurgitation after a partial gastrectomy and 
that after a vagotomy and a gastroenterostomy; the 
incidence of dumping is less after vagotomy and gas- 
troenterostomy. The outstanding advantage of vagot- 
omy and gastroenterostomy over partial gastrectomy 
is in the nutrition of the patient; more patients take a 
normal-sized meal, more patients take a dessert, and 
fewer patients suffer from a selective impairment of 
digestion—and the difference in all 3 points is sub- 
stantial. 


NEUROLOGY & PSYCHIATRY 


Acid-Base Balance of Patients in the Respirator Be- 
cause of Respiratory Paralysis Due to Poliomyelitis. 
W. Droese, H. Stolley and H. Cailloud. German M. 
Month. 2:132-136 (May) 1957 (In English) [Stuttgart 
Germany]. 


The acid-base and water metabolism were measured 
in 5 patients with poliomyelitis with a purely spinal 
respiratory paralysis without severe complications, 
who were placed in a respirator. Fluid balance and 
blood carbon dioxide, oxygen, chloride, sodium, po- 
tassium, alkali reserve, and pH were determined. An 
ionogram was constructed from these data in each 
case. Ventilation and various measures of treatment 
were adjusted accordingly. In the first patient, a 21- 
vear-old man, electrolyte and oxygen values illustrated 
the response in acid-base metabolism during the initial 
period when the patient was placed in the respirator. 
The electrolyte pattern in the second and third pa- 
tients, a 36-year-old man and a 27-year-old woman, 
served as examples of the response of the acid-base 
balance during the maintenance period of artificial 
respiration. The last 2 patients, a 14-year-old boy and 
a 24-year-old man, illustrated the problems connected 
with the “withdrawal” period when they were taken 
out and kept outside the respirator. 

The observations in these patients indicated that 
electrolyte and water balance in respiratory paralysis 
caused by poliomyelitis are affected even if there are 
no complications. In the initial period of artificial res- 
piration the patient passes from respiratory acidosis to 
metabolic alkalosis. Any respiratory acidosis requires 
an increase of blood bicarbonate for restoration of 
acid-base balance. The increase of blood bicarbonate 
in respiratory acidosis is physiologically due to a de- 
crease of chlorides and organic acids. Respiratory 
acidosis in the initial perod of artificial respiration 
differs from the physiological reaction by an even 
greater decrease of plasma chlorides than would cor- 
respond with the increase of bicarbonate. This hypo- 
chloremia runs parallel to a minimal elimination of 
chlorides in the urine. Depletion of chlorides occurs 
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if artificial respiration is initiated late or is inadequate. 
The loss of chlorides results from increased elimina- 
tion of urinary chlorides before the initiation of artifi- 
cial ventilation and coexisting respiratory acidosis. In 
addition, it is due to a more or less severe dyspnea 
associated with inadequate food intake; as the total 
ion concentration in the blood remains normal, the 
anion deficit due to the decrease of chlorides must be 
leveled off by the body through an increase in the acid 
radicle. During the maintenance period of artificial 
respiration the patients are usually hyperventilated. 
Not all difficulties are overcome by avoiding chronic 
respiratory alkalosis and maintaining adequate venti- 
lation. Febrile illness, myocarditis, and pulmonary 
disease lead to an increase of carbon dioxide tension 
in the blood; in this way, without changing the rate 
and depth of respirator action, respiratory acidosis can 
develop. This danger becomes greater the longer and 
the more pronounced the lowering of bicarbonate after 
respiratory alkalosis. A frequent error during the with- 
drawal period is to allow repeatedly the frequent 
alternation from respiratory alkalosis to acidosis, which 
is due to inadequate autoventilation of a patient, who, 
hyperventilated in the respirator, is forced to depend 
too much on his own respiratory effort in the interven- 
ing period outside the respirator. A characteristic 
metabolic disturbance may then develop into a con- 
comitant metabolic and respiratory acidosis. 

Deviations from normal ventilation are unavoidable 
in patients with bulbar poliomvelitis when they are 
first artificially ventilated in the respirator, during 
maintenance of artificial ventilation, and when being 
weaned from it. A large number of clinical symptoms 
is caused by a disturbed water or electrolyte balance. 
It is urged that, in addition to the customary control 
of clinical and respiratory features, acid-base and 
water balance be regularly determined. 


Recent Observations on Temporal Arteritis (with Con- 
sideration of the Literature Since 1949 and 2 New 
Observations). K. Panter. Deutsche Ztschr. Nervenh. 
176:219-232 (No. 2) 1957 (In German) [ Berlin]. 


Temporal arteritis occurs in persons of advanced 
age, showing a steep rise in incidence in persons be- 
tween the ages of 55 and 60 and a peak around the 
70th year of life. Histological studies on the entire 
vascular system, as well as biopsies from various vas- 
cular regions, revealed temporal arteritis to be a 
systemic rather than a localized vascular disease. The 
arteritic process originally involves the tunica media, 
and for this reason it has been identified anatomically 
as mesarteriitis granulomatosa gigantocellularis. The 
classic clinical concept of temporal arteritis character- 
ized by pulseless, hardened, tortuous, and extremely 
painful temporal arteries accompanied by a_ high 
erythrocyte sedimentation rate, anemia, and progres- 
sive cachexia has been greatly extended since the 
involvement of other vascular regions has been recog- 
nized. These patients may have gangrene of the ex- 
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tremities and meningitic symptoms, and some may 
become blind without apparent involvement of the 
temporal arteries. Involvement of the eyes is the most 
frequent complication of temporal arteritis; it occurs 
in from 30 to 50% of the patients. 

The first of the 2 patients with temporal arteritis 
whose histories are described had miotic pupils and 
ptosis of the left upper eyelid and, after about a year, 
developed an irreversible amaurosis and total atrophy 
of the optic nerve. The persistence of pain in the neck 
and in the heart together with the accelerated eryth- 
rocyte sedimentation rate suggested that the occipital 
and coronary arteries were involved in the arteritic 
process. The second patient first presented signs of a 
symptomatic depression, and after that the arteritic 
process in the temporal arteries became evident. In 
the course of the further deterioration the patient had 
a severe hepatitis with retarded convalescence. Psy- 
chological and neurological manifestations should 
always be thoroughly investigated, because these may 
be brought on by senility and cerebral sclerosis. The 
arteritic process probably often involves the cerebral 
arteries. The morphology and the development of 
temporal arteritis is decisively influenced by arteri- 
osclerosis. On the basis of the most recent observations 
temporal arteritis belongs to the group of rheumatic or 
pararheumatic disorders. This concept is further cor- 
roborated by the striking therapeutic results obtained 
with corticotropin and cortisone. 


Epidemiology of Poliomyelitis: Investigations in the 
Population of Basel and in Some Military Units of 
Switzerland. E. Berger, J]. Marti and B. von Desch- 
wanden. Schweiz. med. Wehnschr. 87:589-593 (May 
18) 1957 (In German) [Basel, Switzerland]. 


Epidemiologic and serologic investigations and the 
demonstration of neutralizing virus antibodies were 
carried out in the Canton of Basel and in several mili- 
tary units. The spread of poliomyelitis in Basel is 
limited and slow. This is partly due to the relatively 
high standard of living in the population, with a cor- 
respondingly high degree of sanitation. A more fre- 
quent occurrence of virus neutralizing antibodies was 
found in families in whose living quarters bathing 
facilities were not present. All 3 types of poliomyelitis 
virus were completely absent in 23.5% of the age 
group 10 to 11, and only 17.6% possessed antibodies 
against all 3 types. Poliomyelitis virus type 1 was 
found the most common infectious agent of polio- 
myelitis in the age groups 0 to 2, 5 to 6, and 19 to 24. 
The smaller distribution of virus types 2 and 3 might 
be of subsequent epidemiologic significance. The high 
contagiousness of the poliomyelitis virus observed in 
the younger age groups and demonstrated by the 
complement-fixation test was also found in military 
units, in which a case of poliomyelitis occurred. The 
frequency of clinical compared with inapparent infec- 
tion was very low, despite the high contagiousness of 
this disease. Half of the persons in the military units, 
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consisting of 28, 105, and 280 men, respectively, were 
recently infected by poliomyelitis virus, but only 3 
clinical cases occurred. Only 15% of 475 persons with- 
out any demonstrable contact in Basel city were re- 
cently infected, thus indicating the low index of 
contagiousness and the easy transmission of the polio- 
myelitis virus in the population of a city. The index of 
contagiousness of poliomyelitis for the year 1956 in 
Basel was 1:190 to 1:290. 


GYNECOLOGY & OBSTETRICS 


Cortisone and Specific Antibiotics for Resistant Pelvic 
Infections. A. Hurtig. Am. J. Obst. & Gynec. 73:1183- 
1186 (June) 1957 [St. Louis]. 


Forty-five selected female patients with resistant 
pelvic inflammation were given combined treatment 
with anti-inflammatory adrenal cortical steroids and 
proved specific antibiotics. Twenty patients with re- 
sistant gonorrheal cervicitis and recurrent salpingitis 
were completely cured. Ten of these were followed up 
for from over 3 to 6 years. In this group there were 5 
pregnancies, 1 of which, however, was ectopic. Some 
of these patients had been ill for 1 year or 2; relief of 
pain in all was complete. The so-called chronic cervi- 
citis, which is really a subacute lesion, cleared com- 
pletely in all these patients. Excellent results were 
obtained in patients. with chronic endocervicitis. When 
deformity, tear, hypertrophy, or Nabothian cyst or scar 
formation had occurred, temporary remissions only 
could be obtained. Twenty patients with postpartum, 
postabortal, or postcauterization pelvic cellulitis, with 
or without tubo-ovarian abscess, all had complete re- 
mission. The amount of residual damage by scar de- 
pended directly on the duration of the disease before 
combined treatment. Five patients with generalized 
peritonitis with intestinal obstruction were successfully 
treated. There were no deaths. Complications of 
steroid therapy occurred in many patients but sub- 
sided as the dosage was decreased. 

The combined use of cortisone and proved specific 
antibiotics will hasten cure in patients with resistant 
pelvic infections. The earlier this combined treatment 
is practiced, the less will be the final total tissue dam- 
age. The more acute the lesion, as indicated by cervical 
discharge, tender granulation tissue, fever, leukocyto- 
sis, and elevated sedimentation time, the more imme- 
diate and permanent are the benefits of such treatment. 
The lesions will not recur if therapy is adequate and 
is practiced early enough. The combined treatment is 
the method of choice for resistant gonorrhea! lesions 
and early tubo-ovarian abscess after pelvic cellulitis. 
Accessible abscesses should always be treated by early, 
adequate surgical drainage. Once scar tissue has been 
laid down, the combined treatment is of no value. 
Repetition and confirmation under similar conditions 
by other workers is recommended. Until that time, 
treatment should be considered experimental and used 
only under the most careful supervision. 
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Endometriosis in the Vaginal Scar Following Hyster- 
otomy for Therapeutic Abortion: Report on 100 Cases. 
T. Gottlieb. Acta obst. et gynec. scandinav. 36:194-208 
(No. 2) 1957 (In English) [Stockholm]. 


The author reports on 100 women with endometri- 
osis in the vaginal scar after hysterotomy for thera- 
peutic abortion. The endometriosis did not cause 
discomfort in 28 patients. Sixtv-one of the remaining 
72 patients had dysmenorrhea, 36 had dysuria, and 32 
had dyspareunia. As a rule these symptoms were not 
noticed until some years after the hysterotomy, and 
only 3 patients felt discomfort in the first year after 
the operation. Vaginal speculum examination did not 
reveal bluish cysts on the front of the cervix in 58 
patients, but one or more tender nodes or infiltrates 
were palpable on the site of the scar or in its vicinity 
in these patients. Moderate digital pressure in paipat- 
ing this area of infiltration reproduced the abdominal 
pain which had caused consultation with the gynecolo- 
gist. Of 67 patients who were checked for this symp- 
tom, 65 had it. Cystoscopy revealed that the infiltration 
had spread to the urinary bladder in 12 patients. 

Fourteen patients with severe symptoms and wide- 
spread lesions were operated on. Ten of these became 
free from symptoms, 2 had recurrences, 1 was operated 
on too recently for evaluation, and 1 died after the 
operation. Twenty-five patients were given local treat- 
ment with androgenic hormone in microcrystalline 
suspension; 50 mg. of a proprietary preparation of 
testosterone propionate was injected monthly into the 
palpable lesion 8 to 10 days before the menstrual 
period for 3 to 5 menstual cycles. Eighteen of the 25 
patients became free from symptoms. The most natural 
explanation of endometriosis in the scar after hyster- 
otomy for therapeutic abortion seems to be the trans- 
plantation of groups of cells from the decidually 
transformed endometrium. Although there are many 
women in whom endometriosis in the vaginal scar after 
hysterotomy causes little or no discomfort, endometri- 
osis must be regarded as a serious complication to 
which due attention should be paid when considering 
whether or not to perform therapeutic abortion by 
hysterotomy. 


The Value of Irradiation Therapy in the Treatment of 
Endometriosis. A. Brosset. Acta obst. et. gynec. 
scandinav. 36:209-225 (No. 2) 1957 (In English) [Stock- 
holm]. 


The hospital records of 101 women with endometri- 
osis treated by irradiation in the gynecologic depart- 
ment of the Radiumhemmet in Stockholm were 
studied. Ninety-seven were treated by conservative 
irradiation and 4 by x-ray sterilization. Conservative 
irradiation therapy consisted either of x-ray treatment 
with small doses of 100 or 150 r delivered to the lesion 
from 2 or more portals and repeated once or several 
times or in application of radium directly to the lesion 
through the vagina. Of the 97 with conservative irradi- 
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ation therapy a diagnosis of ovarian endometriosis 
was made in 38, a diagnosis of endometriosis in the 
rectovaginal septum in 33, and a diagnosis of endo- 
metriosis in different places of the body such as the 
vagina, right groin, labium majus, and umbilicus in 
26. The diagnosis in 84 patients was confirmed either 
histologically or by clinical findings. 

Sixty-nine of these 84 patients were subjectively 
and objectively free from symptoms or were markedly 
improved after irradiation therapy. Fifteen patients 
were therapeutic failures. The menstrual period re- 
appeared after a period of amenorrhea of varying 
length in 55 patients, and a permanent amenorrhea 
resulted in 19. In the remaining 10 patients amenorrhea 
had resulted from a previous hysterectomy before the 
institution of the irradiation therapy. Encouraging re- 
sults were obtained with direct application of radium 
to the lesion through the vagina in a few patients with 
endometriosis in the scar after vaginal hysterotomy 
performed for therapeutic abortion. The reported data 
justify the use of irradiation therapy on a larger scale 
than has hitherto been done in the treatment of pa- 
tients with endometriosis in whom survical interven- 
tion presents difficulties. 


Succinylcholine Drip in Cesarean Section. P. Kolstad 
and K. F. Schye. Acta obst. et gynec. scandinav. 36: 
233-249 (No. 2) 1957 (In English) [Stockholm]. 


The cases of 137 women delivered in 1952 by 
cesarean section with the aid of pure nitrous oxide- 
ether anesthesia were compared with those of 160 
women delivered in 1954 by cesarean section with the 
aid of anesthesia produced by a succinylcholine drip 
(2 per mille in dextrose solution) combined with 
nitrous oxide and oxygen in a ratio of 3:1. Complica- 
tions during anesthesia such as excitation, cyanosis, 
secretion of mucus, and vomiting ocurred in 46.6% of 
the patients given ether anesthesia as compared to 
21.1% in those given succinylcholine anesthesia. Hem- 
orrhage, pneumonia, thromboembolism, and infection 
occurred in 46 patients, and hysterectomy was_ per- 
formed in 3 patients after ether anesthesia, a total 
incidence of 35.6% of postoperative complications; 
hemorrhage, pneumonia, thromboembolism, and_ in- 
fection occurred in 32 patients (19.9%) after succinyl- 
choline anesthesia, and hysterectomy had not had to 
be performed in any of these patients. Serious fetal 
asphyxia occurred in §.5% and mild fetal asphyxia in 
3.6% as a result of ether anesthesia, while the corre- 
sponding figures for succinylcholine anesthesia were 
0.77 and 2% respectively. The corrected infant mortal- 
ity rate was 0.8% in the group with ether anesthesia 
against no infant mortality in the group with succinyl- 
choline anesthesia. 

Succinylcholine drip combined with administration 
of nitrous oxide appears to be an ideal method of 
anesthesia in women subjected to cesarean section. 
Optimal working conditions may be provided for the 
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surgeon by this method, and the mother is exposed to 
a minimal strain. Apparently succinylcholine does not 
as a rule pass into the fetus in sufficient amounts to 
produce asphyxia. Nor is the contractibility of the 
uterus observed to be influenced by the anesthetic. 
The method produces rapid induction, in about 3 
minutes, and the patient is awake at the end of the 
operation. Succinylcholine may be used as an anes- 
thetic agent in all tvpes of cesarean section, regardless 
of indications. 


Genital Endometriosis and Pregnancy. |. C. Ahumada, 
J. L. Sardi and L. A. Arrighi. Obstet. ginec. latino- 
amer. 15:15-26 (Jan.-Feb.) 1957 (In Spanish) [Buenos 
Aires, Argentina]. 


Pregnancy rarely occurs in women with genital 
endometriosis. Four hundred sixty-five patients with 
genital endometriosis were observed during a period 
of 27 vears in a Maternity Hospital of Buenos Aires. 
Pregnancy occurred in 17 patients. Five patients of 
221 with internal uterine endometriosis became preg- 
nant. Pregnancy was intrauterine in 4 and ectopic 
(intramural) in 1. Perforation of the walls occurred in 
2 of the patients with intrauterine pregnancy as a 
result of therapeutic curettage. Pregnancy did not 
occur in any of the 90 patients with ovarian or external 
peritoneal endometriosis. Ectopic tubal pregnancy 
occurred in 12 of 50 patients with tubal endometriosis. 

In the remaining 103 patients endometriosis was 
present in structures rarely involved by this process 
and in which pregnancy does not as a rule occur. The 
authors make the following conclusions: 1. Internal 
uterine endometriosis weakens the uterine walls dur- 
ing pregnancy, predisposing the uterus to spontaneous 
rupture or to perforation during therapeutic curettage. 
2. Internal uterine endometriosis may cause dystocia. 
It may also cause a severe atony, hemorrhage, and 
other severe complications. 3. Ovarian or external 
peritoneal endometriosis prevents the occurrence of 
pregnancy. 4. Tubal endometriosis is a frequent cause 
of tubal pregnancy. Endometriosis located in struc- 
tures which are rarely involved by this condition pre- 
vents, as a rule, the occurrence of pregnancy. 
Regardless of the site of endometriosis, pregnancy 
elicits a decidual reaction which stimulates the growth 
of the endometrial lesions. The reaction subsides when 
pregnancy is near full term. It is so marked as to simu- 
late in some cases malignant proliferation of local 
tissue. 


The Nature and Origin of the Mammotrophic Agent 
Present in Human Female Urine. G. Hadfield. Lancet 
1:1058-1061 (May 25) 1957 [London]. 


The urine of normal premenopausal women, when 
injected into weanling males of certain strains of 
albino mice, induces growth response in their primi- 
tive mammary glands. The urine of 57% of normal 
postmenopausal women also contains this mammo- 
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trophic agent. The author cites experimental studies 
that suggest, but do not definitely prove, that the 
mammotrophic agent present in female urine is pitui- 
tary prolactin. Preoperative tests were carried out on 
7 patients with metastatic breast cancer in whom 
hypophysectomy was under consideration. The urine 
of 3 patients was found to be mammotrophic, and 
hypophysectomy in these was followed by regression 
of growth in the tumor and its metastases. No regres- 
sion followed the operation in the remaining 4 patients, 
whose urine failed to produce a mammary response in 
intact male weanling mice of a strain known to be 
sensitive both to urinary mammotrophin and to pro- 
lactin. These results suggest that an estimation of the 
mammotrophic potency of the urine, by providing 
information regarding the mammotrophic function of 
the hypophysis, might be of assistance in the selection 
of patients with breast cancer likely to benefit from 
hypophysectomy. Such a test, however, carries serious 
clinical implications, and it would be unjustifiable to 
advocate its use until more is known about the organ 
of origin of the mammotrophin in human urine. The 
investigations reported here were designed to solve 
this problem. 

Experimental evidence was produced supporting 
the conclusion that human female urine contains 
pituitary prolactin at concentrations varying from 0.01 
to 0.25 I. U. per milliliter. It is suggested that an esti- 
mation of urinary prolactin may materially assist in 
the selection of those patients with metastatic breast 
cancer who are likely to benefit from hypophysectomy. 
It is also suggested that, for the bioassay of prolactin 
in human urine, potent urinary extracts (which can be 
preserved indefinitely) should be injected into hypo- 
physectomized male weanling mice of the Strong AsG 
strain. 


PEDIATRICS 


Aortic Stenosis in Young Persons. E. W. Sgrensen and 
A. Trvggeseth. Tidsskr. norske legefor. 77:386-388 
(May 1) 1957 (In Norwegian) [Oslo]. 


Aortic stenosis in younger persons has usually been 
considered a rheumatic disease, but it is now believed 
that a congenital form exists. The disease is marked 
by a slow stage with few or no subjective symptoms. 
In recent years roentgenologic cardiac-aortic signs 
have been described which strongly support the diag- 
nosis. In 6 of 14 children with congenital pure aortic 
stenosis Kjellberg and his associates found a localized 
distention in the suprabulbar segment of the ascend- 
ing aorta, and in all cases there were increased pulsa- 
tions in the ascending aorta, especially definite in the 
suprabulbar segment. As the patients grow older, cal- 
cifications in the valves are seen roentgenologically. 
Four cases of aortic stenosis in young persons ad- 
mitted to Rogaland Hospital during the last year are 
described. The prognosis is unfavorable in cases of 
grave congenital aortic stenosis which give subjective 
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symptoms in early childhood. Progressive cardiac 
failure, bacterial endocarditis, and sudden death may 
supervene. Patients with milder congenital aortic ste- 
nosis without symptoms in childhood can reach a high 
age, even though in most cases there is slow progres- 
sion of the stenosis and now and then a mild degree 
of insufficiency. 


A Study of Acute Respiratory Disease in Infancy. W. 
C. Taylor and C. H. Read. J. Pediat. 50:679-689 (June) 
1957 [St. Louis]. 


One hundred infants of less than 3 years of age 
were studied during 2 6-month periods throughout the 
winter months of 1953-1954 and 1954-1955. They all 
suffered from respiratory infections sufficiently severc 
to require hospitalization. They were divided into 5 
equal groups: the Ist group was given 0.1 Gm. sulfa- 
methazine per pound per day; the 2nd 30,000 I. U. 
dipenicillin G dibenzylethylene diamine in addition to 
0.1 Gm. of sulfamethazine per pound per day; the 3rd 
10 mg. of chlortetracycline per pound per day; the 4th 
10 mg. of oxytetracycline per pound per day; and the 
5th 10 mg. of tetracvcline per pound per day. No sig- 
nificant differences between the 5 groups were ob- 
served when failure rate, temperature response, and 
duration of hospitalization were compared. Minor toxic 
effects such as diarrhea, vomiting, and skin rashes were 
seen more frequently in the 3rd, 4th, and 5th groups. 
Sulfamethazine and sulfamethazine plus penicillin 
were more effective in patients with pneumococcic 
infections than broad-spectrum antibiotics. 


Rheumatic Fever: Prevention of Recurrence with Peni- 
cillin Given Orally. B. Dowd and H. Walsh. M. J. 
Australia 1:598-602 (May 4) 1957 [Syvdney, Australia]. 


Penicillin G was given continuously by mouth for an 
average period of 22 months to 46 boys and 40 girls 
with rheumatic fever. Of the 86 children, 68 had had 
1 attack of rheumatic fever, 12 had had 2 attacks, 5 
had had 3 attacks, and 1 had had 1 attack when they 
first received penicillin. One tablet consisting of 100.- 
000 units of crystalline penicillin G with 135 mg. of 
cane sugar was given 3 times daily half an hour before 
a meal. A control group of 166 children with rheumatic 
fever did not receive penicillin by mouth, but some of 
them were given 0.5 Gm. of sulfadiazine twice a dav 
for varying periods after their Ist. 2nd, 3rd, or 4th 
attack. Comparison of the 2 groups showed a sig- 
nificant reduction of the recurrence rate in the peni- 
cillin group. No side-effects were observed. No infec- 
tion was caused by penicillin-resistant organisms. It 
was not possible to assess the value of penicillin in the 
prevention of cardiac damage in the rheumatic chil- 
dren. Prophylactic treatment against streptococcic in- 
fection should be given to all children with rheumatic 
fever or solitary chorea to prevent recurrence. Prophy- 
laxis should be continued throughout childhood and 
adolescence and probably for longer. 
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Corticotropin (ACTH) Therapy of Nephrotic Syn- 
drome in Children: I. Clinical Results and Effects on 
Proteinuria in 106 Instances. F. U. Mateer, F. A. 
Wegand, L. Greenman and others. A. M. A. J. Dis. 
Child. 93:591-603 (June) 1957 [Chicago]. 


Seventy-two children, 45 boys and 27 girls, with the 
nephrotic syndrome, 60 of whom had dependent 
edema or anasarca, were given 106 courses of treat- 
ment with corticotropin (ACTH). Patients with hyper- 
tension, azotemia, and morphologic elements were not 
excluded. Corticotropin in amounts of 100 mg. and 
occasionally 200 mg. in divided doses was given daily 
for 4 weeks, usually without interruption, and the 
patients were maintained on diets containing 2 to 9 
mEq. of sodium and 150 mEq. of potassium and were 
given penicillin or other antibiotics prophylactically, 
supplementary iron, and vitamins. A remission resulted 
in 57 of the 68 children who are still living. The 9 who 
failed to respond at least once included 3 patients 
with chronic azotemia. Forty-eight patients were fol- 
lowed up for 1 year or longer, and 30 of these were 
followed up for 2 to 7 years. 

Within this period there have been 4 deaths, none 
of which occurred during corticotropin therapy: 1 
patient died with terminal uremia, in 2 others bron- 
chopneumonia was present at death together with 
moderate azotemia and endocardial sclerosis in 1; 
death resulted from septicemia caused by Micrococcus 
(Staphylococcus) pyogenes var. aureus and associated 
with purpura in the 4th. Twenty patients had 1 or 
more recurrences after an initial satisfactory response, 
and 18 were again well after retreatment. Of the 68 
living children 50 are known to be entirely well after 
1 or more courses of treatment and 7 others were en- 
tirely well when last seen, but follow-up within the 
past 6 months to 1 year was not possible. Serious com- 
plications of corticotropin therapy included infections, 
personality change, and _ transient steroid diabetes. 
Svstolic and diastolic hypertension usually appeared 
during treatment and may well have been a decisive 
factor in the occurrence of convulsions in 6 patients. 

The mortality figures to date suggest that there is 
modification of the underlying course of the disease 
in addition to control of the symptoms and signs, pro- 
vided one keeps in mind the custom in many series 
collected from the literature of excluding “nephritic” 
patients. Only adequate follow-up will determine, 
however, whether chronic nephritis may still de- 
velop in patients whose nephrotic svndrome resolves. 


Corticotropin (ACTH) Therapy of Nephrotic Syndrome 
in Children: II. Laboratory Findings in 106 Instances. 
T. S. Danowski, F. A. Weigand, L. Greenman and 
others. A. M. A. J. Dis. Child. 93:604-614 (June) 1957 
[Chicago]. 


The authors report alterations in the morphologic 
elements of the blood, in serum and blood solutes, 
and in urinary reducing substances and 17-ketosteroids 
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before, during, and after 106 courses of corticotropin 
therapy in 72 children with the nephrotic syndrome 
whose clinical results have been described in the pre- 
ceding paper. The leukocyte count in peripheral blood 
rose to an average of 12,000 to 13,000 per cubic milli- 
meter during the 2nd, 3rd, and 4th weeks of therapy, 
reaching values as high as 28,000 without evident in- 
fection; during this same period the average per- 
centage of polymorphonuclear cells increased to 72 
from a pretreatment range of 56, with individual 
values as high as 96%; the metamyelocytes increased 
in number while the lymphocytes fell. Pretherapy 
values were attained within 1 week of the termination 
of corticotropin administration. About 25% of the pre- 
treatment whole blood nonprotein nitrogen concen- 
trations were above 40 mg. per 100 cc., pointing to 
the presence of a moderate degree of renal failure. By 
the third week of therapy all values had decreased to 
less than 50 mg. per 100 cc. despite the increased nitro- 
gen load which accompanies corticotropin administra- 
tion. After completion of the course only scattered 
slight elevations of the nonprotein nitrogen level were 
recorded. 

The fasting blood sugar levels increased during 
therapy and decreased to the pretreatment values at 
the completion of the course. Concentrations above 
134 mg. per 100 cc. were recorded in only 2 patients. 
In 1 of these the blood sugar level of 370 mg. per 100 
cc. and the presence of persistent glucosuria without 
ketonuria during the 4th week of treatment pointed 
to the presence of steroid diabetes, which disappeared 
on completion of the course of corticotropin. The ex- 
cretion of unidentified reducing substances in urine 
increased during therapy. Hypoalbuminemia present 
in varying degree in most but not all of the patients 
was gradually replaced by normal serum albumin 
values beginning during the second week of treatment; 
occasional patients also showed marked lowering of 
the serum globulin values which disappeared during 
corticotropin administration. Hypercholesterolemia 
was present in most patients; though the elevations of 
cholesterol concentrations were almost always associ- 
ated with hypoalbuminemia, the reverse was not true. 
Pretherapy decreases in serum total carbon dioxide 
content and rises in serum potassium level could not 
always be related to renal failure as reflected by azo- 
temia; during corticotropin treatment, the serum po- 
tassium and chloride levels fell while the serum total 
carbon dioxide content rose. This pattern of hypo- 
potassemia-hypochloremia-alkalosis occurred despite 
marked restriction of sodium intake. 

The tendency to pretherapy hyponatremia was not 
always associated with hypercholesterolemia, pointing 
to the existence of hypo-osmolarity, undue water re- 
tention, or a new steady state as the probable causa- 
tion. Though precorticotropin hypocalcemia disap- 
peared during treatment as the serum albumin level 
rose, the serum calcium levels were not always low in 
patients with hypoalbuminemia. This suggests binding 
by globulins or alteration in the physical properties 


MEDICAL LITERATURE ABSTRACTS 195 


of albumin resulting in their precipitation as glob- 
ulins. Corticotropin produced a lowering of serum 
inorganic phosphorus levels which disappeared at com- 
pletion of therapy. Though the excretion of 17-keto- 
steroids usually rose, equally good clinical responses 
to corticotropin were observed in patients who did 
not show this change. 


UROLOGY 


The Use of Radioactive Gold Grains in the Treatment 
of Bladder Growths. J. G. Yates-Bell and C. Q. Hen- 
riques. Brit. J. Urol. 29:97-111 (June) 1957 [Edinburgh]. 


The majority of bladder tumors are radiosensitive, 
and the best results are obtained in cases in which 
some form of irradiation is used as an adjunct to sur- 
gery. At King’s College Hospital total cystectomy is 
reserved for severe papillomatosis, for extensive car- 
cinomas in situations where irradiation might result 
in fistula formation, and as a palliative in cases of 
persistent hemorrhage or pain. Partial cystectomy 
gives such bad results that it has ordinarily no place 
in the treatment of bladder tumors. The improvement 
in transurethral technique has led to the removal of 
small malignant growths by endoscopic resection, but 
for the larger neoplasms resection by the suprapubic 
route remains the operation of choice. Such resections 
should, whenever possible, be accompanied by in- 
terstitial radiotherapy. The development of numerous 
radioactive isotopes in recent years has led to the 
adoption of other sources of interstitial irradiation. In 
1951 a repeater gun was introduced whose object was 
to implant small radioactive sources into body tissues 
with precision. Radioactive gold grains implanted with 
this gun are now being used for all interstitial irradia- 
tion of bladder tumors at this hospital, and a method 
has been devised whereby the grains may be im- 
planted by suprapubic puncture or by transurethral 
and per vaginal puncture. Thus interstitial irradiation 
can be provided for the smaller bladder neoplasms. 
The isotope used is Au'*", and the grains, which are 
evlindrical in shape, measure approximately 0.5 mm. 
diameter by 2 mm. im length and are screened with 
0.1 mm. Pt. The specific activity of each grain at the 
time of implantation is 4.5 me., and the isotope half- 
life is 2.7 days. The dose given to the tumor should be 
between 6,000 and 7,500 r. The gold grains are acti- 
vated in the atomic pile. 

All growths should be resected by diathermy be- 
fore gold grains are implanted, the aim being to leave 
a tumor base not more than 1 cm. thick. Three dif- 
ferent methods of implanting the grains were used: 
insertion by suprapubic puncture in 12 patients; per 
urethram and per vaginam in 7 women, 5 of whom 
had advanced growths; and by suprapubic cystotomy 
in 31 patients. Suprapubic cystotomy should still be 
used for the larger growths, but the smaller ones may 
be treated by suprapubic puncture in the male and 
transurethral and per vaginal implant in the female. 
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Cures may be expected whether the bladder is opened 
or not, and relief may often be provided for hopeless 
cases. The object is not to replace open operation by 
closed methods but to widen the field of interstitial 
radiotherapy to include the small early growths at one 
end and the larger inoperable growths at the other, 
aiming in the first case at a cure and in the second at 
palliation. 


Renal Artery Aneurysm: Report of 12 Cases, Two 
Treated By Excision of the Aneurysm and Repair of 
Renal Artery. E. F. Poutasse. J. Urol. 77:697-708 (May) 
1957 [Baltimore]. 


Renal artery aneurysm is probably more common 
than autopsy or clinical reports indicate. Findings on 
12 additional patients, observed since 1952, are pre- 
sented. Aortography now provides the urologist with 
an accurate means of diagnosis of renal artery 
aneurysm and, with modern techniques of arterial 
surgery, many cases will be recognized and treated 
successfully. Seven of the 12 patients reported had a 
saccular aneurysm (one had multiple saccular micro- 
aneurysms associated with partial stenosis of the renal 
artery), 3 had poststenotic or jet aneurysms in asso- 
ciation with hypertension, 1 had a fusiform aneurysm 
in association with a hypernephroma, and 1 had a 
large arteriovenous aneurysm. Aortography is a valu- 
able means of establishing the diagnosis of aneurysm 
and of differentiating calcified arteriosclerotic plaques 
within the wall of the renal artery. Aortography has 
also proved of value in the demonstration of unusual 
noncalcified types of renal artery aneurysm in hyper- 
tensive patients. Excision of the aneurysm and repair 
of the renal artery were performed in 2 of the patients 
having congenital saccular aneurysm; postoperatively, 
normal renal function was demonstrated in each. It 
is believed that large, symptomatic aneurysms, espe- 
cially in hypertensive patients, should be treated by 
excision or nephrectomy, whether calcified or not. 
Small, asymptomatic, calcified aneurysms in nonhyper- 
tensive patients probably can be followed without 
surgical treatment. 


PATHOLOGY 


Adrenal Lesions in Acute Meningococcemia. J. B. 
Thomison and J. L. Shapiro. A. M. A. Arch. Path. 
63:527-531 (June) 1957 [Chicago]. 


Autopsies were performed in 27 patients whose 
deaths had resulted from acute meningococcemia. Of 
the 27 patients, 6 were not older than 1 year, 15 were 
between the ages of 1 and 19 years, and 6 were be- 
tween the ages of 20 and 54 years. The authors’ report 
is concerned only with the adrenal changes observed 
in these patients. The adrenals of 4 of the 27 patients 
were much increased in size, and on microscopic ex- 
amination the more or less complete ablation of the 
cortex by massive hemorrhagic necrosis was observed. 


J.A.M.A., Sept. 14, 1957 


The hemorrhage affected first the zona reticularis and 
gradually migrated outward until the entire cortex 
was hemorrhagic. The medulla was characteristically 
spared. The adrenals of 10 patients showed multiple 
small areas of hemorrhagic necrosis, which was asso- 
ciated with thrombosis of the sinusoids or larger 
vessels in 5. Two of these patients showed damage 
which was estimated to be almost as great as that 
caused by massive hemorrhage. The 3 zones, i. e., zona 
fasciculata, glomerulosa, and reticularis, tended to be 
uniformly involved. Most of the patients with this 
patchy type of necrosis also showed extensive tubular 
degeneration, and 9 other patients showed tubular 
degeneration alone. In contrast to massive hemor- 
rhage, tubular degeneration begins in the zona glo- 
merulosa and is more marked here, gradually moving 
inward. The remaining 4 patients showed only minimal 
tubular degeneration and loss of cortical lipids. 

The patients with massive hemorrhagic necrosis were 
not older than 2% years, and all of them died within 
the first 24 hours. It appears very likely that no patient 
survives bilateral massive hemorrhagic necrosis of the 
adrenal, which tends to occur early in the course of 
meningococcemia. The results of these anatomic stud- 
ies as well as the clinical course of surviving patients 
suggest that adrenal lesions other than massive hemor- 
rhage are reversible, with complete restoration of 
adrenal cortical function. Although acute meningococ- 
cemia may occur at any age, it is much commoner in 
young persons, particularly infants. 


RADIOLOGY 


Stratigraphy in the Investigation for Mitral Calcifica- 
tion. E. Rizzetto and G. Sablich. Minerva med. 
48:1223-1227 (April 11) 1957 (In Italian) [Turin, Italy]. 


Body section roentgenography (stratigraphy) was per- 
formed by the authors on 3 patients, 1 male and 2 
female, 28, 23, and 48 years old respectively, who 
were to be subjected to a mitral commissurotomy. 
Roentgenologic examination in the frontal and lateral 
projections did not show the presence of intracardial 
calcification. Caleareous shadows were observed be- 
tween the 10th and 16th plane by means of antero- 
posterior stratigraphy and between the 5th and 8th 
plane by means of laterolateral stratigraphy. A 
shadow the size of a peanut was observed in the first 
and third patients and a shadow approximately the 
size of a small nut was observed in the second patient. 
The density of the shadow was always marked but not 
always uniform in the different planes. The shadow 
was observed in all patients on the left of the median 
line; it appeared at the center of the heart in the 
laterolateral projection. Whether the calcifications 
were on the annulus or on the valvular edges could 
not be determined. The authors think that calcifica- 
tions of the annulus or of the valvular edges are a 
contraindication to mitral commisurotomy. 
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BOOK REVIEWS 


Management of the Patient with Headache. By Perry S. 
MacNeal, M.D., F.A.C.P., Assistant Professor of Clinical 
Medicine, Jefferson Medical College, Philadelphia, Bernard 
J. Alpers, M.D., Se.D., F.A.C.P., Professor and Head of 
Department of Neurology, Jefferson Medical College, and 
William R. O’Brien, M.D., F.A.P.A., Head of Department of 
Psychiatry, Pennsylvania Hospital, Philadelphia. Cloth. $3.50. 
Pp. 145. Lea & Febiger, 600 S. Washington Sq., Philadelphia 
6, 1957. 


It is surprising how much of interest and help 
has been gathered between the covers of this 
authoritative book. It is true that headache is a 
symptom and not a disease, but this is an over- 
simplification, since we are so often confronted 
by the question: A symptom of what? The pa- 
tient comes to his physician for relief, and, if 
this is not quickly forthcoming, he makes the 
rounds of waiting rooms until he gets it. Hence, 
diagnosis is important but is often elusive and 
indeterminate. Classification of headache is also 
difficult, for the causes are many and varied. We 
must keep in mind the possibility of such or- 
ganic diseases as brain tumor or meningitis which 
may be irreversible or even fatal. An error in judg- 
ment here may castigate a practitioner for life. 
Since the headache is almost entirely subjective, 
especially in its beginning, we can get little help 
from laboratory tests. Even roentgenograms are 
usually negative, but we may have to use them to 
satisfy the relatives or friends. Migraine is one of 
the severest types. These authors say that most 
patients can be helped by medication, chiefly deriva- 
tives of ergot. Much space is given to this dictum 
concerning usage and expected results. 

Chapter 5 is, perhaps, the most important in the 
book, since it deals with differential diagnosis and 
treatment. Chapter 6 describes diagnostic tech- 
niques with detailed suggestions for history taking 
and the physical examination. The authors seldom 
use spinal tap, which they think is useless in all 
functional cases and may be indeterminate. They 
warn that, if during the procedure the respiration 
becomes changed, it is well to have a 10-cc. syringe 
ready with normal saline solution for immediate 
injection into the spinal canal. 


Handbuch der Orthopiidie in vier Banden. Herausgegeben 
von Prof. Dr. G. Hohmann, Prof. Dr. M. Hackenbroch, 
Direktor der Orthopidischen Universitatsklinik K6ln, und 
Prof. Dr. K. Lindemann, Direktor der Orthopiidischen Uni- 
versititsklinik Heidelberg-Schlierbach, Band I: Allgemeine 
Orthopiadie. Bearbeitet von C. Bischofberger et al. Cloth. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


178 marks; $42.40. Pp. 1186, with 632 illustrations, Georg 
Thieme Verlag, Herdweg 63, (14a) Stuttgart N, West 
Germany; [Intercontinental Medical Book Corporation, 381 
Fourth Ave., New York 16], 1957. 


About 23 authors have contributed to this vol- 
ume, the first in a series of four, that will constitute 
an orthopedic encyclopedia rather than a hand- 
book. The book is well organized, and some chap- 
ters make delightful reading. This volume starts 
with an interesting chapter on the history of ortho- 
pedic surgery. Weill’s chapters entitled Congen- 
ital Diseases of the Skeletal System and Other 
Bone Diseases are outstanding. Unfortunately, 
they are practically devoid of illustrations, espe- 
cially in the part dealing with benign tumors. While 
this volume furnishes a thorough theoretical back- 
ground and should stimulate thought, therapy has 
been neglected. Most chapters are presented in a 
clear and understandable manner. The chapter on 
metabolic diseases and that on osteoporosis due to 
trauma (Sudeck’s atrophy) (here called dystrophy) 
deserve particular mention. Unhappily, one of the 
chapters deals with vegetative derailment (Ent- 
gleisung), a term unknown in English literature. 
The chapter on the fundamentals of orthopedic 
surgery is conspicuously redundant. The chapter 
on hereditary developmental disturbances is excel- 
lent. All in all, the material in this volume is good. 


Principles of Epidemiology. By lan ‘Taylor, M.D., 
M.R.C.P., D.P.H., Principal Medical Officer (Epidemiology ), 
London County Council, London, and John Knowelden, 
Lecturer, Department of Medical Statistics and Epidemiol- 
ogy, London School of Hygiene and Tropical Medicine, 
London. Cloth. $9. Pp. 300, with 26 illustrations, Little, 
Brown & Company, 34 Beacon St., Boston 6, 1957. 


Ever since the publication of Stallybrass’ book, 
which never went beyond the first edition, there 
has been a real need for a textbook on epidemi- 
ology. The present volume, written by two highly 
competent English authors, goes a long way toward 
filling this gap. Purporting to deal with the prin- 
ciples of epidemiology, it contains a clear and at 
times somewhat simplified exposition of funda- 
mental concepts. Though dealing chiefly with the 
infectious diseases, adequate attention is given to 
the application of epidemiological principles to the 
study of noninfectious conditions, especially to the 
degenerative diseases. The book is a most welcome 
addition that should find a place in the libraries of 
workers in preventive medicine and public health. 
It is unfortunate, however, that the publishers have 
set the price so high. 


198 


J.A.M.A., Sept. 14, 1957 


QUERIES AND MINOR NOTES 


POSSIBLE ALLERGY TO TUNA 


To tHe Eprror:—Recently a baby ingested a small 
amount of tuna which was apparently spoiled. Two 
days afterward he broke out with an urticaria-like 
rash. This was accompanied by edema of hands, 
feet, and eyelids, and the urticarial lesions became 
hemorrhagic. The child was treated with antihista- 
mines and cortisone and made a rapid recovery. 
Could the fish which he ate produce the symptoms 


of allergy? F. R. Crouch, M.D., Farmington, Mo. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—The edematous. urticarial nature of this 
response suggests that it is primarily allergic in origin, 
but it is rather unlikely that an allergic reaction of this 
degree of severity should have been delayed two days. 
There is a possibility that this may have been an acute 
allergic response to a more recent exposure. 

Although urticarial responses may be on the basis of 
food allergy, bacterial allergy, or other causes, there 
is insufficient evidence here to establish causation. 
More data as to the nature of the spoilage would have 
been helpful. As either uncontaminated or contam- 
inated tuna might have caused the reaction, one can 
only suggest a move to rule out the possibility of sensi- 
tivity to tuna. This could be answered by the trial inges- 
tion of a small portion of freshly opened canned tuna. 


ANswer.—Tuna fish, spoiled or unspoiled, could pro- 
duce the condition described. The symptoms are those 
of angioneurotic edema due to food allergy. Although 
the onset of symptoms was delayed, the prompt re- 
sponse to treatment with antihistamines and cortisone 
supports this interpretation of the manifestation. 

In relatively rare instances fish is the offending and 
provocative factor in allergy. The published reports 
do not list tuna as an allergen, but there is no reason 
to exclude this animal product because it has not been 
described. As a rule it is difficult to discover the offend- 
ing food by means of skin tests. It seems certain that 
tuna, whether raw, cooked, or canned, fresh or spoiled, 
could produce the condition described in an allergic 
child. The query states that the tuna was “apparently 
spoiled” but does not state whether it was canned in 
the United States. Neither does it state how soon after 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any medical or other organi- 
zation unless specifically so stated in the reply. Anonymous communications 
and queries on postal cards cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 


opening of the can the product was consumed, how 
soon the content was examined, or how the spoilage 
was determined. Only by means of delicate chemical 
tests can spoilage be detected. The quality of the 
control programs in force, either by specially trained 
cannery personnel or by outside official inspectors for 
canned products, makes the likelihood of spoiled tuna 
being canned and sold extremely remote. 


PRENATAL EFFECT ON CHILD 
OF MOTHER TAKING THYROID 


To tHE Eprror:—A 3-month-old girl has a marked 
exophthalmos. The most important point in the pre- 
natal history is that the mother took 1% to 2 grains 
(0.10 to 0.13 Gm.) of thyroid daily throughout her 
pregnancy for weight control. Could the thyroid 
medication have any causal relationship to the ex- 
ophthalmos of the baby? What should be the future 
management for this condition? 


N. W. Nemiroff, M.D., Oradell, N. J. 


Answer.—Exophthalmos has been observed in in- 
fants born of exophthalmic mothers. This may be due 
to exophthalmos-producing substance secreted by the 
maternal pituitary. If this hypothesis is true, then it 
must be assumed that this substance was secreted in 
excessive amounts and also crossed the placental bar- 
rier into the fetal circulation. Thyroid-stimulating hor- 
mone apparently does not cross the placental barrier, 
and there is no experimental evidence at this time 
that exophthalmos-producing substance does. How- 
ever, if the latter substance did cross the placental 
barrier, then one would also have to assume that the 
mother had some type of thyroid disturbance. 

It is stated that the mother received 1'2 to 2 grains 
of desiccated thyroid throughout her pregnancy for 
weight control. Normally, during pregnancy, the moth- 
er has a mild degree of hyperthyroidism, and it is 
possible that in this particular case the condition was 
hypothyroid, even though the mother received thy- 
roid therapy. It is therefore conceivable that her pi- 
tuitary was hyperactive and that excessive secretion 
of exophthalmos-producing substance occurred. An- 
other possibility is that, if the mother had a hypothy- 
roid condition, insufficient thyroxin passed the placenta 
into the fetal circulation, and the infant’s own pitui- 
tary secreted an excessive amount of exophthalmos- 
producing substance. 

It is not stated whether the mother had exophthal- 
mos or whether she had evidence of hyperthyroidism. 
This information might be enlightening, because con- 
genital hyperthyroidism has been reported in infants 
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born of thyrotoxic, as well as hypothyroid, mothers. 
In addition to exophthalmos, most of these infants 
exhibit goiter and other signs of hyperthyroidism. 
However, Keynes (J. Obst. & Gynaec. Brit. Emp. 59: 
173, 1952) reported the case of an infant with con- 
genital exophthalmos, without any signs of toxicity, 
born of a mother who had a thyroidectomy for thyro- 
toxicosis. The mother developed progressive exoph- 
thalmos postoperatively and gave birth to this infant 
one year later. Keynes adds: “Here, therefore, we see 
another example of a hormone transmitted through 
the placental circulation, though this time it is the 
thyrotropic hormone acting only on the infant’s orbits 
—a clinical curiosity that has seldom, if ever, been 
observed before.” 

It is assumed that the infant has been observed 
for possible local causes for exophthalmos, namely, 
tumors, inflammatory disease, and congenital malfor- 
mation of the skull. If she is normal in all other re- 
spects, observation should be carried out for several 
months for possible spontaneous recession of the exoph- 
thalmos and for signs of goiter and/or other clinical 
evidence of thyroid disturbance. Then thyroid func- 
tion studies should be considered, including uptake 
of radioiodine (I**'), protein-bound radioiodine, and 
serum protein-bound iodine; possible chromatographic 
study of the plasma for thyroid hormone and precur- 
sors might be undertaken. If these studies are not 
practical, and there is no evidence of hyperthyroidism, 
the infant should be treated with desiccated thyroid, 
% to % grain (8 to 30 mg.) daily, depending on her 
tolerance. 


LOSS OF TOOTH ENAMEL 


To THE Eprror:—A woman, 34 years old, is losing the 
enamel of her teeth, which are becoming discolored 
and painful. She is the mother of two children, aged 
5 and 2 years, and has no significant history or symp- 
toms. She wore an orthodontic brace on her teeth 
when she was a child. What can be done for her? 


Louis Gold, M.D., Lido Beach, L. 1., N. Y. 


ANswer.—Discoloration and loss of tooth enamel 
in an adult is usually of local environmental origin, 
owing to the materials which contact the teeth. The 
main nocuous agents in this regard are usually (1) 
excessive intake of lemon or other foods containing 
citric or malic acid, (2) use of excessive amounts of 
refined starches, e. g., hard candies, cough drops, 
candy-coated chewing gum, sugar in coffee or tea, or 
sweetened, acidified carbonated beverages, or (3) 
acid gastric regurgitation. Many other factors, such 
as change in pH or buffering ability of the saliva due 
to emotional tension, excessive drying from radiation 
involving the salivary glands or from mouth breathing, 
improper or inefficient tooth-brushing techniques, may 
be involved. In studying dietary intake, it is much 
better to have the patient keep a dietary diary for a 
full week rather than to rely on office questioning of 
the patient. 


QUERIES AND MINOR NOTES 


TREATMENT OF ONYCHOMYCOSIS 


To THE Eprror:—A patient has onychomycosis of the 
right hand which has been present for several years 
and is resistant to x-ray therapy. Scrapings of the 
nails have verified the diagnosis. There has been no 
improvement in the clinical state. Would further 
avenues of investigation and treatment be advisable? 


J. Allen Marshall, M.D., Lawrence, Kan. 


ANnsweER.—The treatment of onychomycosis is highly 
unsatisfactory because the primary site of infection is 
under the nail plate. Daily scraping of the nail fol- 
lowed by the application of fungicidal preparations 
may be effective when the involvement is limited to 
the distal portion of the nails. If only one or two nails 
are involved and if there is no chronic fungous infec- 
tion of the hand, surgical avulsion of the affected nails 
should be attempted even though this procedure may 
frequently fail. 


FUNGOUS INFECTION OF THE VAGINA 


To THE Eprtor:—A 44-year-old woman has had a yeast 
infection in the vagina for approximately eight 
months. She had a supravaginal hysterectomy for 
leiomyoma several years ago. Treatment produces a 
temporary relief of symptoms, but the infection in- 
variably recurs. The husband's prostatic secretions 
have been checked, but there is no contributory 
evidence. This patient has received Mycostatin oral- 
ly, in addition to therapy with methylrosaniline 
chloride (Gentian Violet). Good results were ob- 
tained by cleansing the vagina with Septisol about 
three times a week. The patient will remain well for 
approximately two weeks; then the irritation will 
recur just as before. What is the best treatment for 
this condition and how may permanent relief be 
obtained? 


Alfred H. Hathcock, M.D., Fayettesville, Ark. 


AnswerR.—The case, as described, lacks certain in- 
formation which might be helpful for a more specific 
answer. In the first place, the infection is most prob- 
ably not a yeast infection. Actually the true yeasts do 
not produce disease. It is assumed that the fungus is 
Candida (Monilia) albicans. It is assumed that the 
diagnosis is made on the clinical appearance of the 
vagina or by finding the mycelia in a wet preparation. 
Culture methods are not reliable means for the estab- 
lishment of the diagnosis of these organisms. 

The use of detergent and soap preparations is not 
significantly therapeutic for mycotic infections. Hus- 
bands are most unlikely to harbor these organisms in 
the upper urinary or genital tract, but the husband 
with a prepuce, and especially if he is a diabetic, may 
have a mycotic balanitis and thus repeatedly reinfect 
his wife. 

Some postmenopausal women taking excessive 
amounts of estrogens may produce a vaginal mucosa 
heavily laden with glycogen-like material and hence 
be likely candidates for vaginal mycosis. Diabetics 
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with unusually high blood sugar levels may also be 
predisposed to vaginal mycosis. Even though the urine 
may be normal on the reduction test, it may be de- 
sirable to do a glucose-tolerance test to exclude dia- 
betes. As yet there is no proved virtue in treating the 
gastrointestinal tract, for many people carry these 
organisms in this system. The fungi are found on some 
foods, and therefore a temporary exclusion from the 
gastrointestinal tract is the most that could be ex- 
pected. Aci-jel, dispensed in a metal tube like a lubri- 
cating jelly, may be applied each night for a period of 
two to three weeks. (Use of methylrosaniline chloride 
may produce a chemical burn in an occasional patient.) 
Good results are to be anticipated, unless the patient 
has uncontrolled diabetes or unless she continues to 
receive excessive amounts of estrogens if they are be- 
ing given. The withdrawal of estrogens will aid in the 
treatment of a vaginal mycosis. 


NOMENCLATURE INTERPRETATION 
OF INTERNAL URETHROTOMY 


. To THE Eprror:—What constitutes a proper definition 
of the urologic surgical procedure known as internal 
urethrotomy? Controversy now centers about the 
propriety of labeling the procedure in which the 
contracted female bladder neck is slowly, but none- 
theless forcibly, dilated to 45 F. in caliber with the 
expanding Kollmann dilator as an internal urethrot- 
omy. This procedure is believed by some local 
urologists to be a superior substitute for transurethral 
resection of the bladder neck in the female and is 
certainly not considered by them to constitute simple 
dilation of the bladder neck, since a dehiscence of 
the urethra and the bladder neck is to some degree 
effected. A member of the hospital audit committee 
states that an internal urethrotomy constitutes an 
actual cutting operation with a knife or an electro- 
tome, while those who favor using the term to 
describe the procedure ask the question: How sharp 
must the knife be, and are not the four blades of the 
Kollmann dilator in effect separate knives producing 
a similar result? M.D., Texas. 


Answer.—The Kollmann dilator is a flexible urethral 
dilating instrument, invented a number of years ago. 
It is not considered to be a urethrotome. This instru- 
ment, by its passage, does cause a dehiscence or a 
breaking down of the fibers of a stricture of the 
urethra, and the procedure is coded in the Standard 
Nomenclature of Diseases and Operations as “740-840, 
Dilation of urethra by passage of sound.” In order to 
differentiate this procedure from other somewhat 
similar procedures in which other types of sounds are 
used to dilate a stricture of the urethra, it is suggested 
that “Kollmann” be incorporated as part of the state- 
ment of the operative procedure by including this term 
within parenthesis. The Standard Nomenclature of 
Diseases and Operations does not consider the use of 
a Kollmann dilator as the equivalent of an internal 
urethrotomy. 


J.A.M.A., Sept. 14, 1957 


ELECTRICAL CHARGE GENERATED 
BY THE BODY 


To tHE Eprror:—A patient says that she is “charged” 
and actually sparks with electricity. She gets what 
is like an electrical sensation that starts in her knees 
and goes to her feet and sometimes up to her neck. 
This has been a real problem to her in that she can- 
not go to the movies because the seats feel charged. 
Furthermore, she finds walking difficult; it is only 
when she walks on the beach without shoes that 
there is no problem. She has done a lot of experi- 
menting on her own and finds that it makes no 
difference whether she wears all cotton or a mixture 
of cotton, rayon, orlon, etc. Lately, when she has 
gone walking, she has wrapped some wire around a 
walking stick, and this has given her more comfort. 
Are there any suggestions for the care of such a 
patient? ~— Martin Karr, M.D., San Mateo, Calif. 


Answer.—It is doubtful whether a properly placed 
ammeter would reveal any significant difference in the 
electrical charge generated by different human bodies. 
Depending on variations in temperature and humidity, 
most persons suffer from shocks and see sparks when 
touching an automobile door or upon removing nylon 
pajamas. Just as one person tolerates pain less stoically 
than another, it is likely that this patient has a lowered 
tolerance to electrical shocks. Tranquilizers might raise 
this threshold. From the physical side, cotton clothes 
may not be the entire answer, but they would con- 
tribute more to the patient’s comfort than would nylon 
or similar fabrics. All-leather shoes, that is, those with- 
out any rubber or plastic in them, should be beneficial. 


FERRIC CHLORIDE TEST ON URINE 


To THE Eprror:—Recently in a case of phenylpyruvic 
oligophrenia in a 3-year-old child the ferric chloride 
test on the urine was strongly positive, and the same 
reaction has also been noticed in cases of leukemia. 
What other medical conditions produce a _ positive 
ferric chloride test, and what is the mechanism in- 
volved? 

A. Zaccaria Jr., M.D., Corpus Christi, Texas. 


Answer.—The ferric chloride reaction is positive in 
many conditions. In cases of phenylpyruvic oligophre- 
nia the addition of 5% ferric chloride solution to the 
urine produces a dark-green color. A similar reaction is 
seen in cases of thiamine deficiency with excess quan- 
tities of pyruvic acid in the urine. A transient blue or 
green color ( Schiff's reaction ) is also seen in the pres- 
ence of alkapton bodies (e. g., homogentisic acid ) 
with 2% ferric chloride solution. Phenol derivatives 
give an amethyst color with 10% ferric chloride solu- 
tion. This consultant is not familiar with any such reac- 
tions in leukemia. The mechanism involved is presum- 
ably the oxidation of the pheno and/or pyruvic acid. 
The ferric ion acts as the oxidizing agent but, in so 
doing, is itself reduced (gain of an electron or loss of 
its positive valence) to the ferrous ion. 
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One should be specific in speaking of the ferric 
chloride test, for many compounds can be oxidized by 
this reagent. Gerhardt’s test for acetoacetic (diacetic ) 
acid in urine is based on the production of a cherry-red 
color with 10% ferric chloride; a similar color is pro- 
duced by various interfering substances, such as sali- 
cylates, antipyrines, acetophenetidins, phenols, bicar- 
bonates, acetates, and cyanates. In certain chronic 
wasting diseases melanin in the urine reacts with 10% 
ferric chloride to give a gray precipitate which will 
turn black after exposure to air. This should not be 
compared with the precipitation of ferric phosphate 
when the ferric chloride is first added, before any 
colors are produced; the ferric phosphate is soluble 
in dilute acid. The Kelling test for lactic acid in gastric 
contents utilizes 10% ferric chloride with the produc- 
tion of a canary-yellow color; the presence of thio- 
cyanates will give a more brownish or reddish color. 
Recently 5% ferric chloride solution has been used 
to detect the presence of aminosalicylic acid (used in 
therapy of tuberculosis), resulting in a deep reddish- 
brown color; a negative reaction is more significant, 
since ketone bodies and salicylates also give a positive 
reaction. 


PREANESTHETIC MEDICATION FOR 
CHILDREN 


To THE Eprtror:—There seems to be a difference of 
opinion among anesthetists and physicians as to the 
correct dose of atropine preceding a tonsillectomy in 
children. What is the correct method for calculating 
this dose, and how soon should it be administered 
prior to anesthetization? 


John P. Gifford, M.D., Vero Beach, Fla. 


Answer.—The atropine should be given from a half- 
hour to a fraction of one hour prior to the time of in- 
duction of anesthesia. The chart, given below, is a 
rough guide of the patient's atropine requirements. 
Although many things may cause this dosage schedule 
to fluctuate, in general, the larger the body mass and 
the more vigorous the child, the larger should be the 
dose of atropine. This chart is based on an average 
weight factor. 


Premedication in Infants and Children 


Mor 
phine 
Dem- Sul- Seopol- Nem- 
Weight, erol, fate, Atropine, amine, butal, Seconal, 
Age Lh. Me. Grains Greins Grains Grains Grains 
Up to 2 mo. 7-10 None 1/400-1/300 1/650 
10-14 None 1/300 1/450 1/12 
14-16 None 1/300 1/450 1/12-1/8 1/4 
6-12 mo. .... 16-22 None 1/300 1/450 1/8 1/4-3/8 
12-18 mo. ... 22-25 12.5 None 1/250 1/400) 1)8-1/4 3/8-1/2 
18-24 mo. ... 25-27 20 1/72 1/250 1/400 1/4 3/8-1/2 
27-30 20-25 1/48 1/200 1/300 3/8-3/4 
30-40 25-30 1/48 1/200 1/300 1/2 3/4 
40-55 30-40 1/36 1/150 1/150 1/2 3/4-1 
8-10 yr. ..... 55-65 40-45 1/24 1/150 1/150) -1/2-3/4 3/4-1 
10-12 yr. .... 65-80 45-50 1/18 1/150 1/150) 3/4-1 ] 
12-14 yr. .... 80-90 1/12 1/100 1/150 1-11/2 8/4-11/2 
Over 90 50-100 1/8-1/4 1/75 1/150) (11/2 11/2 
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INHERITED GENETIC DEFECT 


To THE Eprror:—A 25-year-old married woman has 
congenital deformities of the hands and feet. These 
consist of short fourth and fifth metacarpal and 
metatarsal bones. These bones are 50% shorter than 
similar bones of the first three digits. The maternal 
grandfather, two maternal uncles, and the mother 
have similar defects. There is no history of any 
familial disorder in the husband’s family. The pa- 
tient is afraid to have children. She fears that her 
children may be born with even worse abnormali- 
ties. Her deformities are more marked than those of 
her mother or grandfather. What reassurance, if any, 
should the patient be given? 


Arthur M. Rogers, M.D., Charlotte, N.C. 


ANsWER.—The skeletal abnormality described in this 
patient is rather clearly due to the effect of a dominant 
gene. Accordingly, the trait may be expected to appear 
in one form or another in half of the patient’s children. 
There may be a considerable degree of variation in the 
expressivity of these inherited skeletal abnormalities. 
It is not possible to give the patient a clear prognosis 
concerning the possible range of manifestation in her 
children without more detailed information than is 
supplied in the query. Nevertheless, there is the real 
possibility that an affected child might show a more 
severe degree of defect than is present in the mother; 
there is, on the other hand, an approximately equally 
real possibility that the child might be less severely 
affected. 


TOXICITY IN PLASTIC MANUFACTURE 
To THE Eprtor:--In a factory for the manufacture of 
polyester plastic resins, styrene and methyl ethyl 
keton (MEK) peroxide (60%) are used. The ventila- 
tion is poor. Can the fumes of these chemicals be 
obnoxious to the lungs or the blood? 
Theodor Friedrichs, M.D., Astoria, N. Y. 


ANSWER.—Styrene is not regarded as a highly toxic 
compound. However, both the liquid and its vapor in 
sufficient concentration are irritants to the eye and 
respiratory tract. Prolonged exposure to high vapor 
concentrations is capable of producing systemic effects. 
The generally considered maximum allowable concen- 
tration for an eight-hour working day is thought to 
be 400 ppm by volume in air, according to the Ameri- 
can Standards Association. The concentration 10,000 
ppm may be fatal in 30 to 60 minutes because of 
respiratory tract irritation. Some of the inhibitors 
which must be used to check polymerization of stored 
or transported styrene may be toxic or irritating to the 
skin, but with good personal hygiene and good ventila- 
tion styrene can certainly be used without hazard. 

Methyl ethyl ketone peroxide (60%) contains ap- 
proximately 60% of this compound, and the balance 
is largely dimethyl phthalate. There is little informa- 
tion available about it in the literature because, to 
date, it has not found wide usage commercially. Its 
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manufacturers state that its acute oral LD; for mice 
(the dosage which will kill approximately half of the 
animals) is calculated to be 470 mg. per kilogram. 
Intraperitoneal toxicity was similarly determined; it 
apparently varied widely when the chemical was ad- 
ministered over seven successive days, but by this 
route the highest dose causing no fatalities was 65 mg. 
per kilogram. No information is available as to its 
irritant properties on the skin. However, it is known 
that dimethyl phthalate is poorly absorbed through 
the skin. 


PROGRESSIVE LIPOMATOSIS 


To tHE Eprror:—A patient, 26 years old, has been de- 
veloping new lipomas at the rate of three to four 
every six months; they are mainly about the trunk, 
shoulders, thighs, and calves. Biopsies have been 
done on these fatty tumors on several occasions. 
Has any recent advance been made in the treat- 
ment of progressive lipomatosis? 


M.D., Pennsylvania. 


ANswer.—There are several types of lipomatosis, all 
of them progressive. There is no satisfactory method 
of treatment, and unless the lipomas become exces- 
sively large or undergo malignant change, it is best to 


leave them alone. 
iain KIDNEY AND AORTIC STENOSIS 


To tHE Eprtor:—A 65-year-old man has an aortic 
stenosis which seems relatively “tight.” There is 
calcification of the valve on x-ray examination. The 
patient also seems to have a definite mitral regurgi- 
tation. He has been in grade 3 cardiac failure over 
the past year. Several cardiac surgeons have not 
considered him to be a suitable candidate for aortic 
commissurotomy. In addition, he has an unusual 
condition, namely, a huge left polycystic kidney 
which extends to the pelvic rim and is readily 
palpable both anteriorly and posteriorly. Competent 
urologists have ascertained that there is no function 
in this left kidney but that the right kidney is normal 
in function and shows no evidence of having a poly- 
cystic abnormality. The polycystic kidney at times 
is moderately painful and at times has bled. Would 
the removal of the left kidney and the subsequent 
abolition of its useless circulatory demands con- 
ceivably help the patient's heart condition by the 
shunting of this blood into more useful channels? 


M.D., Washington. 


Answer.—The problem posed is that concerning the 
possible circulatory strain of a large polycystic kidney 
on a cardiovascular system with marginal reserve. 
True, a single polycystic kidney is indeed rare, and this 
consultant is not aware of studies of circulation 
through such a diseased organ. However, angiograms 
in such cases have indicated that the blood supply to 
such a polycystic kidney is indeed markedly dimin- 
ished, and it is probable that only a very small amount 
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of blood flows through such an organ. For this reason 
it is doubtful that the removal of such an organ would 
reduce cardiac demands by any appreciable degree. 
It would appear that the indications for treatment of 
the polycystic kidney would not be altered in the 
direction of indication for removal but, rather the 
reverse, by the severe cardiac condition which is 
present. 


SODIUM CHLORIDE AS A CONTRACEPTIVE 


To THE Eprror:—For years a patient has been using 
sodium chloride, 5-grain tablets, as a contraceptive, 
with 100% success. She wants to know whether its 


use is harmful. M.D., California. 


Answer.—A jelly containing sodium chloride in a 
concentration of 10% or 20% has been found to be 
more spermatocidal in an in vitro test than most of 
the commercial contraceptive jellies or creams. Daily 
vaginal application of these jellies for seven days gave 
no evidence of irritation subjectively or by speculum 
examination according to Gamble (J. A. M. A. 152: 
1037-1041 [July 11] 1953). A saturated sodium chlo- 
tide solution (about 36%) introduced into the vagina 
with a cotton wad for contraceptive purposes resulted 
in no signs of irritation by speculum examination. 

As the sodium chloride tablet, about which the 
inquiry is made, cannot produce a more-than-saturated 
solution, the harmlessness of the tablet is supported 
by the tests cited. Since the saturated solution causes 
mild discomfort for some users, a lesser concentration 
is to be preferred for contraceptive use. A half-saturat- 
ed solution (about 18%) can readily be prepared by 
adding an equal column of water to saturated sodium 
chloride. 

The contraceptive effectiveness of sodium chloride 
is supported by the lowered pregnancy rates of groups 
of users in India and Pakistan. A 10% sodium chloride 
solution was inserted into the vagina in a rubber 
sponge, cotton wad, or pad or in a rice-jelly applied 
with a syringe. Pregnancy rates were decreased from 
65 per 100 couples per year to 24. While this was not 
complete protection, it was approximately the same 
as the rate of 22 found for others in similar groups who 
used diaphragm and jelly. Many of the pregnancies 
may have resulted from omissions. A salt tablet as a 
contraceptive, therefore, appears noninjurious and at 
least partially protective. 


MASS IMMUNIZATIONS 
To THE Eprror:—Has the American Medical Associa- 
tion adopted a_ policy concerning mass immuni- 
zations? 
Loran C. Grubbs, M.D., Scottsbluff, Neb. 


ANsweR.—It must be assumed that information con- 
cerning A. M. A. policy regarding mass immunization 
refers to the Association’s position concerning the 
administration of poliomyelitis vaccine. The following 
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statement is the official action of the A. M. A. Board 
of Trustees at its meeting on Dec. 14, 1956: “The 
A. M. A. is in favor of encouraging the administration 
of poliomyelitis vaccine to the public, and is in 
sympathy with the efforts of those who are endeavor- 
ing to educate the public in its use. The A. M. A. will 
lend its efforts through regular medical channels 
toward the encouragement of such use by the general 
public.” 

At no time has there been a specific policy position 
regarding mass immunization. However, each county 
and state medical association has been encouraged 
to develop the inoculation program which best suited 
its local situation. In some areas local societies elected 
to use the mass immunization technique, while in 
others they preferred that the inoculations take place 
in the physicians’ offices. 


TREATMENT OF IMPOTENCE 


To THE Eprror:—A patient in his late 40’s complains of 
complete impotence. He states that he was never too 
strong sexually, i. e., he has had occasional impo- 
tence ever since he was a young man, He noticed 
that this condition really became serious after the 
age of 40, and it has progressed until now, for the 
past three years, he has been unable to attain any 
erection whatsoever. This patient is a rather anxious 
type, worries a lot, and does sedentary work. His 
blood pressure is about 180/115 mm. Hg, with no 
symptoms; except for a mild prostatitis he is in good 
health. He was sent to an urologist, and prostate 
massage was done biweekly for three months, but 
no improvement resulted. The patient states that 
this condition has resulted in a strain in family re- 
lationships. He is going through the male climacteric, 
but the administration of testosterone has not helped. 
Is there any cure for impotence? Is the condition 
temporary or permanent? M.D., California. 


Answer.—The vast majority of men complaining of 
impotence have no physical abnormality. This patient 
is no exception. His history follows the usual pattern, 
a period of relatively normal potency followed by a 
gradual decline. Temporary remissions may occur, but 
the trend is toward complete impotence. In such in- 
stances local treatment either to the prostate or to the 
urethra has no beneficial effect. Administration of 
testosterone is equally ineffectual. As a matter of fact, 
such treatment may actually do harm because it leads 
the patient along the wrong path toward a solution of 
his problem. Proper management consists of a com- 
plete and frank discussion of the entire problem, dur- 
ing which the patient should be made aware of the 
emotional aspects of normal libido and potency. If he 
gets a clear concept of that, he will understand more 
readily the modus operandi of his premature sexual 
decline. The futility of both local and hormone treat- 
ment should be emphasized. If these measures fail, 
the patient should be referred to a competent psy- 
chiatrist. 
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RECURRENT, NONSPECIFIC PAROTITIS 


To THE Eprror:—A 27-year-old woman for the past 
several years has had swelling of the parotid and 
submandibular glands; this condition has occurred 
four times within the past year, apparently at the 
time of menses. The patient is afebrile; the upper 
respiratory passages are normal in appearance; and 
there is a mild associated depression and some dis- 
comfort caused by the “weight” of the glands, espe- 
cially in swallowing. The glands return to normal 
size in a few days. What is the name and what is 
the treatment of such a_ recurrent mumps-like 


disease? M.D., New York. 


Answer.—Recurrent, nonspecific parotitis is the 
name applied to the condition described. It is known 
that increased activity of the salivary glands is many 
times associated with menstruation. Edema of the 
ducts interfering with the free flow of saliva would 
cause swelling without pain or fever. One author 
described a case which subsided during pregnancy but 
was again active with the resumption of menstruation. 
The use of one of the drugs given for dehydration in 
premenstrual edema may be of value. Allergic paro- 
titis must be ruled out in this situation. The saliva is 
thick and ropy, with plugs which contain many 
eosinophils. A history of allergy, either individual or 
familial, can usually be ascertained. 


SUBLIMATION OF SEXUAL URGE 


To tHE Eprror:—What medical means may be em- 
ployed to suppress the sexual desire? The question 
has arisen in connection with several patients who 
have utterly frigid wives but are reluctant to seek 
extramarital adventures. Is not this conflict, which 
may have serious consequences, much more frequent 
than is usually realized? 


Walter Newman, M.D.; Springfield, Mass. 


AnswER.—This consultant knows of no authentic re- 
ports on medical means to suppress the sexual urge. 
That many celibates are able to suppress the sex drive 
is a well-established fact. In the majority of cases, 
this is accomplished by the process of sublimation, by 
which is meant the draining off of the libidinal urge 
into other channels that are emotionally satisfying. 
Since the sexual drive is primarily emotionally condi- 
tioned, it lends itself all the more readily to the process 
of sublimation. This method of finding an emotionally 
satisfying substitute is used consciously or uncon- 
sciously by many men and women who for one reason 
or another find it either impossible or undesirable to 
satisfy the sexual drive in the normal or usual manner. 

The inquirer is correct in assuming that the sexual 
frustration produced in his patients as a result of their 
wives frigidity and their own reluctance to seek 
satisfaction and release in extramarital relationships 
may lead to serious consequences. However, before 
focusing attention on what treatment to prescribe for 
the husbands, it is important to remember that frigidity 
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in women is an abnormal condition for which there is 
a cause and which frequently can be relieved by ap- 
propriate therapy. In a minority of cases, frigidity in 
women may be due to pelvic pathology or to an 
endocrine disturbance, usually of a pluriglandular na- 
ture. In such instances, the nature of the pathological 
state or the disturbed function will indicate the type 
of therapy that is needed. However, in the majority 
of cases of frigidity in women, the cause is psychogenic 
in origin; hence, psychotherapy is indicated. If the 
patient should respond to this therapy, obviously the 
husband’s problem will be solved. If, however, the 
wom?n should not respond or refuses to submit to 
psychotherapy, then the husband should be instructed 
how to sublimate his sexual drives. 


ARCUS SENILIS IN YOUNG PERSONS 

To THE Eprror:—What is the present opinion regard- 
ing the prognostic significance of arcus senilis when 
observed in young men or women? Is there a proved 
relationship between this condition and premature 
aging or arteriosclerosis or even hypercholester- 
emia? M.D.., Illinois. 


Answer.—It is generally agreed that the substance 
responsible for the appearance of an arcus senilis is 
cholesterol. In the elderly this is a degenerative process 
probably secondary to the obliteration of limbal ves- 
sels. However, it has been produced experimentally 
in animals fed a diet rich in cholesterol. It has also 
been reported frequently in young adults with familial 
xanthomatosis and hypercholesteremia. A monocular 
variety may occur after local injury to the eye. Al- 
though the bilateral appearance of an arcus in a young 
adult is not pathognomonic of premature aging, it 
does indicate the necessity for investigating the lipid 
metabolism and blood cholesterol of the patient. 


HYPERTRICHOSIS 

To THE Epriror:—A patient, 18 years old, 5 ft. 9 in. 
(175 cm.) in height and weighing 150 lb. (68 kg.), 
complains of an excessive growth of dark hair, 
which is increasing in amount on face and body, 
particularly the chest and back. She recently lost 
20 lb. (9 kg.) by dieting, but her chemical findings, 
pelvis, and general physical condition are normal. 
There has been no voice change or the development 
of other male characteristics. The patient has had 
electrolysis used on her face but has made no head- 
way with this treatment. How should one proceed 
to treat this case, and what is the prognosis? 


M.D., Ohio. 


ANSwerR.—It should be recognized that there is a 
great variation in the normal hair growth in women. 
Hypertrichosis is often familial, and rarely is there a 
sign of a pathological condition. All evidence indicates 
that hair growth is controlled by the endocrine glands, 
such as the gonads, thyroid, anterior pituitary, and 
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adrenal cortex. Hirsutism has been known to occur 
after such diseases as mumps, encephalitis, neuritis, 
and multiple sclerosis. Certain drugs, such as Dilantin 
and testosterone, may also produce transient hirsut- 
ism. It is presumed that none of the latter were caus- 
ative factors in this case, and it is presumed also that 
the patient, like the great majority of women afflicted 
with superfluous hair, has no demonstrable hormonal 
affliction. If that is so, there is nothing to be done but 
to treat the condition with electrolysis or diathermy, 
if the thickness of the hairs warrants it. 


TREATMENT OF ICHTHYOSIS 
To THE Eprror:—Is any information available relative 
to the treatment of ichthyosis? Have any of the 
corticosteroids or injections of histamine been used 
and evaluated in the treatment of this disease? 
W. F. Darkes, M.D., Orwigsburg, Pa. 


ANswer.—The treatment of ichthvosis is still unsatis- 
factory; it consists of palliative measures, such as fre- 
quent application of lubricants, use of nonirritating 
soaps or soap substitutes and of bath-water softeners, 
avoidance of rough clothing and undue exposure to 
cold weather, and maintenance of a proper degree of 
humidity in the home. No reports of the use of corti- 
costeroids or histamines for ichthyosis are known, and 
there would seem to be no rationale for their use. 


DECREASED CLOTTING TIME 

To THE Eprtor:—A 40-year-old man with rather heavy 
responsibilities is being treated for hypertension 
with reserpine, 0.25 mg. twice daily, and his condi- 
tion is adequately controlled thereby. He has a 
rather short clotting time, less than a minute (Lee- 
White method). What significance, if any, can be 
attached to this clotting time? Does it indicate 
stress? Does it raise the probability of serious vas- 
cular pathology, either causatively or as an indica- 
tor? Alfred B. Mason, M.D., Concord, Calif. 


Answer.—It is most unlikely that either essential 
hypertension per se, the administration of reserpine, 
or “stress” might produce the extreme shortening of 
the coagulation time described. The incidence of 
vascular thromboses has not been increased, but per- 
haps reduced, in hypertensive subjects treated with 
reserpine. 

The clotting time of blood may be decidedly in- 
fluenced by technical factors. If the validity of the 
accelerated coagulation reaction noted has been es- 
tablished by carefully controlled studies, the possi- 
bility of the presence of a thrombosing process or 
tendency must be considered. The use of anticoagulant 
therapy may be justified in some such circumstances, 
the decision in this regard being influenced by the 
clinical, as well as th: '»boratory, features of the indi- 
vidual case. 
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